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It is generally held that during labour the 
bladder is lifted forwards and upwards to 
become an abdominal organ, and that 
along with this change the urethra becomes 
elongated and the bladder neck or vesico- 
urethral junction displaced forwards and 
upwards to a position immediately behind 
or above the symphysis pubis. A study of 
present-day textbooks reveals a variety of 
opinions as to the extent of these changes, 
when they occur, and what is responsible 
for them, and published statements tend to 
be vague or conflicting. Most authorities 
state that an uplift occurs and is the result 
of the dilatation of the cervix and the 
formation and elevation of the lower seg- 
ment. Greenhill in De Lee’s Principles 
and Practice of Obstetrics (1947) states: 
“The disposition of the bladder during 
labour varies in different women. In all 


women during the second stage the bladder 
rises into the abdomen because the cervix 
is pulled up.’’ This may be compared with 
the following statement in the Combined 
Textbook of Obstetrics and Gynaecology 
(1944), by Munro Kerr and others: ‘‘ The 
cervix being fixed by paracervical tissue is 
only very slightly altered in position— 
there is little, if any, dragging of the cervix 
over the foetal head. In addition there 
results a gradual uprising of the bladder 
into the abdomen during the first stage of 
labour. The bladder is pulled up and the 
utero-vesical pouch raised. Eventually a 
large part of the organ lies above the sym- 
physis.”’ Stander in Williams’ Obstetncs 
(1941) says: ‘‘ As the uterus rises up into 
the abdominal cavity it carries with it the 
bladder, which then becomes an abdo- 
minal rather than pelvic organ,’’ while 
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R. W. Johnstone in A Textbook of Mid- 
wifery (1948) describes the process as 
follows: ‘‘ During the first stage the 
bladder is gradually drawn up by the 
ascending cervix and the lower segment, 
and in the second stage the upper part of 
the organ is in the abdomen while the lower 
lies behind the symphysis.’’ Strachan 
(1947) states: ‘‘ The bladder in labour. . . 
tends to be drawn upwards with the 
anterior part of the pelvic floor by 
traction of the cervix so that it becomes 
more an abdominal than a pelvic organ.’’ 

In a search of the literature for the 
origin of the present-day concept of the 
movement of the bladder during labour all 
clues lead to Braune’s celebrated frozen 
sections, which he first described in 1872, 
and which were illustrated in his Atlas of 
Topographical Anatomy. English 
translation of the 1874 edition of this atlas, 
together with the woodcuts, was published 
by Bellamy in 1877. The sections were also 
studied and reproduced by Berry Hart in 
1884, and the illustrations have since 
appeared in many standard textbooks. 
Braune studied sagittal sections of the 
frozen bodies of two women, one of whom 
died in late pregnancy, the other in late 
labour. In both instances the bladder was 
empty. In the late pregnancy case (Fig. 1) 
the presenting part is shown above the 
brim, and the bladder is seen to lie wholly 
in the pelvis with its neck set well back 
from the symphysis pubis. Braune’s 
comment on what we ourselves would re- 
gard rather as the normal appearances was 
translated by Bellamy to read: ‘“‘the 
bladder has slipped down bodily from the 
inner surface of the symphysis and is so 
completely displaced that the course of the 
urethra has become bent at a right angle.”’ 
In the woman who died in labour (Fig. 2) 
the cervix is fully dilated, the foetal head 
is engaged and the bladder neck and 
urethra are lying immediately behind the 


symphysis. Of this Braune writes: 
“.., the bladder was empty and retracted. 
Behind the symphysis its walls had become 
so thin as to be hardly recognizable. Above 
and below the symphysis, where the pres- 
sure had not been so great, it was thickened 
and consequently better seen. On filling 
the bladder it became distended upwards, 
so that the anterior wall of the abdomen 
must have been lifted slightly from the 
uterus.’’ (Bellamy, 1877). It should be 
noted that contrary to the assumption of 
many subsequent writers Braune specific- 
ally states that the tissue behind the sym- 
physis was the thinned-out bladder rather 
than a stretched upper urethra. In other 
words, though the vesico-urethral junction 
was displaced forwards it had not under- 
gone much upward displacement. 
Barbour of Edinburgh published an 
Atlas of the anatomy of Labour in 1889 
and a supplement to it in 1896. In these he 
reproduced engravings from all the frozen 
sections of the female pelvic organs which 
had appeared in the literature up to that 
time, together with six of his own cases, 
making a total of 28. Late pregnancy, all 
stages of labour and the puerperium are 
represented in this collection, but there are 
only 7 in which the patient was in the 
second stage of labour. The first of these 
was Braune’s referred to above. Another 
was Barbour’s, and the illustrations of this 
are well known; they have been used re- 
peatedly in textbooks to show the anatomy 
of the birth canal. The foetal head was on 
the perineum at the time of death and the 
engravings show quite clearly that the 
bladder, although pushed towards the 
pubis, is not elevated, and the vesico- 
urethral junction is only just above the 
lower margin of the symphysis (Fig. 3). 
Barbour himself says: ‘‘ The bladder lies 
partly in the abdomen, partly in the pelvis; 
the pelvic portion is flattened against the 
pubes, the abdominal part is moderately 
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distended and rises 1.2 inches above the 
brim. The urethra is 1.5 inches long.’’ 
He also noted that the anterior vaginal wall 
measured 2.5 inches and the posterior 7.2 
inches. Another two cases studied in the 
second stage of labour were described by 
Chiari. In one the foetal head was on the 
perineum and again the bladder neck is to 
been seen only slightly above the lower 
border of the symphysis pubis. In the 
other, however, death occurred during an 
attempt at spontaneous evolution of a 
transverse lie. The upper part of the foetal 
trunk is crowded into the pelvis, filling it 
tocapacity, and here the vesico-urethral 
junction is at the upper border of the sym- 
physis pubis. In Zweifel’s first case internal 
version had been carried out and the 
foetus was partly born, and the lower limit 
of the bladder is about half way up the 
symphysis pubis; in his second case the 
bladder is not shown. The last case was 
described by von Mars, a case of ruptured 
uterus with the foetal head engaged. A 
considerable portion of the bladder remains 
behind the symphysis. 

Meanwhile, and in 1884, Halliday Croom 
wrote a monograph on “The Bladder 
During Parturition.’’ In this he assembled 
the results of some personal observations 
and experiments, correlating them with the 
findings of previous workers, with the 
object of giving an account of the shape, 
size and position of the bladder in the non- 
pregnant woman, during early and late 
pregnancy, and during labour. In regard 
to the appearances in labour he, like so 
many others, relied to a large extent on 
Braune’s two cases. Halliday Croom 
came to the conclusion that during late 
pregnancy and just before the onset of 
labour the bladder remains a pelvic organ, 
but that it is gradually lifted during the 
first and second stages of labour until late 
in labour it is an abdominal organ, no 
matter whether it be full or empty. He 


said that this upward movement of the 
bladder is associated with elongation of the 
urethra, and this despite the fact that his 
observations were to some extent based on 
Braune’s second case in which the urethra 
was not significantly lengthened. He also 
concluded that the intimate attachment of 
the bladder to the cervix is the underlying 
cause of the displacement, elevation of the 
bladder necessarily following the thinning, 
the dilatation and the “‘ taking up”’ of the 
cervix and the lower segment. 

This seems to be the basis of the state- 
ments which still appear in the modern text- 
books, some 60 years later. During this time 
they have not been seriously challenged, 
and there has been little attempt to confirm” 
or clarify them—and that, despite the fact 
that radiography has offered a new and 
valuable approach. One of the few who 
have used this technique is Schubert, who 
in 1929 published the results of a radio- 
logical study of the bladder during preg- 
nancy and labour. He, however, was more 
concerned with the conditions in late preg- 
nancy and he came to the rather surprising 
conclusion that the bladder is elevated out 
of the pelvis at term and even before the 
presenting part enters the pelvis. This, he 
said, is true no matter whether the head, 
breech or shoulder presents. As will be 
shown later, such a statement is a complete 
contradiction of our own findings. 

These varying accounts of the behaviour 
of the bladder and urethra in labour raise 
certain questions which invite investigation 
and comment. The degree and mode of 
the displacement of the bladder, at what 
stage of labour does it occur and is it rapid 
or gradual? The changes undergone by 
the urethra and the bladder neck, are they 
due to the formation of the lower segment, 
or are they solely attributable to displace- 
ment by the presenting part ? 

The present inquiry was undertaken in 
the hope of answering these questions or at 
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least to establish some basal data from 
which a true picture could be drawn. 


Material and Methods. 

Thirty-two women in labour were studied 
by a radiological method. Twenty-eight 
were primigravidae, this figure including 
one patient who had had one previous 
Caesarean section and who for the present 
purpose may count as a primigravida. Of 
the 4 multiparae, one was in obstructed 
labour, the other 3 in normal labour. Asa 
result of the findings in the first few unse- 
lected cases several of the later patients who 
were investigated were chosen because they 
showed some evidence of disproportion, 
and had been picked out for a “trial 
labour. Three more women (all primi- 
gravidae) were studied during pregnancy, 
one at 31 weeks and two at term. The pres- 
entation was cephalic in every case but one, 
a breech presentation which was only 
investigated before the onset of labour, not 
during labour itself. Three non-pregnant 
women (2 multiparae and I primipara) were 
also examined. 

In the case of the patients in labour a 
cystogram was taken wherever possible, 
(a) early in labour when the cervix was 
not more than 1 to 2 fingers dilated, (6) 
later in the first stage, at 2 to 3 fingers 
dilatation, (c) near the end of the first stage, 
and (d) during the second stage of labour. 
In 2 patients another X-ray examination 
was made after labour, in one of them 
immediately after delivery, in the other 3 
hours after. 

A series of cystograms during the course 
of labour and particularly in its final stages 
involves obvious practical difficulties, 
especially when the X-ray department is 
situated at some distance from the labour 
wards. The variation in the duration of 


labour itself and the need to avoid causing 
the patient undue discomfort, or to inter- 
vene in the interests of mother or child, are 


added difficulties and it was therefore 
impossible, even if it had been necessary or 
desirable, to take cystograms at all the 
stages indicated above in all the cases. 
Excluding postnatal studies cystography 
was carried out in g patients once, twice in 
13 patients, three times in 8, and four times 
in 2, making a total of 67 separate studies 
of the bladder and urethra in labour. 

With the exception of one case in which 
“‘lipiodol ’’ was tried, the opaque medium 
used was sodium iodide in a 4, 8 or 12 per 
cent solution. The weaker solutions some- 
times allowed a more accurate visualization 
of the bladder; in most cases, however, the 
12 per cent solution was used. The amount 
injected was such as to give the patient a 
sensation of fullness, usually 250 ml., but 
sometimes 300 ml.; it was kept constant for 
each cystogram carried out with the same 
patient. 

Preliminary tests with amounts varying 
between 100 to 400 ml. indicated that the 
volume of fluid did not significantly affect 
the shape and position of the bladder base. 

One difficulty was to find a semi-solid 
radio-opaque medium which would show 
up the urethra and yet at the same time be 
so malleable as not to interfere with its 
configuration. Various methods were 
tried. Urethral bougies of coconut butter 
impregnated with metals such as barium 
and iron, which would soften and mould 
themselves to the urethra, were sometimes 
effective, but were eventually given up 
because they were unreliable and often 
slipped out of the urethra or up into the 
bladder. ‘‘ Lipiodol’’ proved too fluid to 
be retained in the urethra. The most 
satisfactory urethrograms were obtained by 
using an old and very soft rubber catheter 
previously filled with lipiodol and fitted 
with a metal marker to indicate the position 
of the external urethral meatus. The 
amount of distortion produced by this 
method seemed to be minimal. Most of the 
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information was obtained from lateral 
views taken with the patient lying down; 
in a few cases antero-posterior exposures 
were made as checks. Criticism may be 
raised that the films should have been taken 
with the patient standing. A few of our 
patients were X-rayed in the standing 
position but it was not adopted as a routine 
as it was too uncomfortable for a woman 
in advanced labour, and our object was to 
obtain a comparable series of pictures for 
each patient. In fact, so far as we are 
able to determine, posture during labour 
did not influence the position of the urethra 
and bladder neck, although it did slightly 
modify the level and shape of the fundus 
of the bladder. 

Typical cystograms are shown in Figs. 
4,5, 6 and 19, but for the sake of clarity 
the remaining illustrations consist of 
“tracings ’’ of the significant features of 
the X-ray negatives. 


Findings. 

Description and analysis of the films 
proved more difficult than was anticipated 
because at first sight the appearances 
seemed to vary from case to case without 
always a discernable reason, and in the end 
the best way of approaching the problem 
seemed to be to draw up a list of questions 
and see how far the data could provide an 
answer to each one. 

At the outset it became clear that a dis- 
tinction must be made between changes in 
the bladder base and changes in the fundus. 
Much confusion has arisen in the past from 
neglect of this point. Clearly changes in 
the fundus are relatively unimportant, they 
depend on the degree of distension and the 
modification imposed by the forward pres- 
sure of the pregnant uterus. It is the 
changes in the bladder base, the vesico- 
urethral junction, and the urethra with 
which we are really concerned, and the par- 
ticular points which seem important are: 
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1. The position of the bladder neck and 
the urethra at the onset of labour, and the 
change in their position as labour proceeds. 

2. The shape of the vesico-urethral 
junction before and during labour and 
whether the length of the urethra is altered. 

3. The position of the bladder base at the 
start and during the course of labour. 

4. The relation between the dilatation of 
the cervix and the formation of the lower 
segment on the one hand, and changes in 
the situation of the bladder on the other. 

5. The relation between engagement of 
the presénting part and the situation of the 
bladder. 

6. The changes in the position of the 
bladder in a case of dystocia as contrasted 
with those of a normal labour. 

7. The return of the bladder and urethra 
to normal position after delivery. 


The position of the bladder neck and 
urethra at the onset of labour and the 
change in their position as labour 
proceeds. 

In late pregnancy and at the beginning 
of labour the bladder neck occupies a very 
constant place in the pelvis. It lies on or 
near the plane of the outlet and in a lateral 
view is seen on a line joining the tip of the 
sacrum with the lower border of the sym- 
physis and at a distance of 2 cm. to 3 cm. 
from the latter (Figs. 5, 7, 8a, I0a, IIa, 
18a). The urethra is directed upwards 
and backwards. The position of the 
bladder neck is very much the same as in 
the non-pregnant state; sometimes it may 
be a little lower but certainly it has not 
undergone any antero-posterior displace- 
ment. 

As labour progresses the bladder neck 
becomes displaced forwards to a variable 
extent (Figs. 8, 9, 10, 12). If the fit between 
the head and the pelvis is tight it may by 
the end of labour come to lie close behind 
the symphysis. Upward displacement 
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takes place only to a limited extent; in cases 
of mid-cavity disproportion the vesico- 
urethral junction may lie as high as the 
upper border of the symphysis but not 
higher (Fig. 11) and in a normal case it 
remains in the same pelvic plane through- 
out the labour (Figs. 8, 9, 12, 13, 14). It 
moves, as it were, on the arc of a circle, the 
urethra being the radius. The forward dis- 
placement of the urethra, however, affects 
the upper part mostly so that it becomes 
curved when viewed from the side (Figs. 
11b, rac.). The extent of the forward 
movement of the urethra is variable and 
may be minimal in a roomy pelvis, but con- 
siderable in cases of mid-cavity dystocia 
(compare Figs. 9 and 13 with Figs. 10 and 
II). 


The shape of the vesico-urethral junction 
and the length of the urethra. 

In late pregnancy and at the onset of 
labour the urethra joins the bladder base at 
a right angle (Figs. 5,7, 8a, 10a, 11a). With 
the progress of labour the posterior part of 
the bladder base is lifted forwards and up- 
wards and lateral views show it rotating 
round the fixed pivot, the internal urethral 
meatus (Figs. 6, 8, 9, 10, 12, 13). In this 
way the urethra and bladder base come to 
lie in the same straight line and in some 
cases it is difficult to say where the urethra 
ends and the bladder begins (Figs. 8b, gc, 
lob, IIc, 12c, 13, 15). The resulting 
““ tongue of bladder ’’, which from the side 
looks funnel-shaped, usually remains 
behind the symphysis pubis (Figs. 8, 9, 10, 
12, 13, 14, 15). It is this which has given 
rise to the fallacious view that the urethra 
becomes grossly elongated. Usually the 
length of the urethra is unchanged, or is not 
more than 1 cm. longer in the second stage 
of labour than it was at the onset. 


The base of the bladder during labour. 
The base of the bladder does not change 
its position until labour begins. The lateral 
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views show it lying on a line joining the 
lower border of the symphysis with the tip 
of the sacrum, clearly the line of the upper 
surface of the pelvic diaphragm (Figs. 5, 
7, 8a, 10a, 11a, 18a). The only exceptions 
to this rule which we have encountered are 
those comparatively rare cases in which the 
presenting part is wholly in the pelvic 
cavity before the onset of labour. 

As labour progresses the base of the 
bladder becomes raised or rolled up from 
behind forwards. The end result of this 
“rolling up”’ is to bring the base into line 
with the urethra. Ultimately it brings it to 
lie parallel with the axis of the pelvis (Figs. 
gc, 1c, 13b). As has been noted earlier, this 
rotation modifies the shape of the urethro- 
vesical junction. 

In the earlier stages of labour, when the 
base of the bladder is still low in the pelvis, 
the indentations made by the presenting 
part above and the symphysis pubis below 
sometimes give the full bladder an hour 
glass shape as viewed from the side. It 
then appears to have two segments, an 
upper one rising above the pubic bone and 
a lower posterior one into which the 
urethra opens (Figs. 5, 7, 8a, ga, 11a). It 
is the posterior segment with which we are 
concerned because, as was stated earlier, 
the fundus of the distended bladder is sub- 
ject to wide variations and is modified by 
posture and by the pressure of any sur- 
rounding structures. This is in keeping with 
the fact that the muscular tone of the bladder 
wall is necessarily low to ensure the zero 
resting intravesical pressure. 

As labour advances the posterior seg- 
ment, together with the urethra, moves 
forwards and upwards towards the lower 
abdomen. The degree and rate of this dis- 
placement is variable. Sometimes, when 


there is ample room for the foetal head in the 
pelvis, the bladder base is never completely 
rotated (Figs. 8b, 12c, 13b). Insome cases 
the rotation becomes apparent at the onset 
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of labour or at least by the time the cervix 
is only one or two fingers dilated, in others 
much of the bladder still lies below the 
presenting part late in labour (Figs. 16, 
17a, 18). In two cases the bladder base 
and the urethra were seen to lie in their 
normal position within two hours of spon- 
taneous delivery (Figs. 16, 17). As will 
be seen later, the governing factor in the 
rotation is the level of the presenting part 
in the pelvis. 


Relation between dilatation of the cervix 
and formation of the lower segment and 
the position of the bladder. 

We have been unable to demonstrate any 
direct connexion between the degree and 
rate of cervical dilatation and the time and 
extent of displacement of the bladder base. 
Both changes take place quite inde- 
pendently and there is no evidence that the 
bladder and urethra are lifted up by the 
dilating cervix. This is borne out by cases 
illustrated in Figs. 9, 13, 14, 15, 16, 17, 18, 
1g, and it is not surprising in view of the 
fact that the urethra and bladder base are 
connected to the vagina rather than the 
cervix. It is more difficult to say for cer- 
tain that the formation of the upper part 
of the lower segment plays no part in the 
displacement of the bladder neck, but 
clinical observations combined with cysto- 
graphic studies lead us to believe that this 
is so. One case threw some light on the 
point. A multipara was admitted in labour 
with the head obstructed at the brim, and 
by the time the cervix was 3 to 4 fingers 
dilated the uterus was becoming tonically 
contracted and the lower segment danger- 
ously thinned. These findings were 


confirmed at Caesarean section carried out 
immediately after a cystogram had been 
taken to show that the position of the 
vesico-urethral junction and bladder base 
remained undisturbed, despite the formed 
lower segment (Fig. 10). 
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Relation between engagement of the 
presenting part and the position of the 
bladder. 

As might be expected the main cause of 
displacement of the bladder is the descent 
of the presenting part. When the present- 
ing part is very low in the pelvis the 
bladder base may be high early in labour 
(Figs. 9a, I2a), or possibly even before the 
onset of labour. When the presenting part 
is above the pelvic brim, the bladder base 
is undisturbed and may remain so late in 
labour if the foetal head descends late—as 
it does in some multiparae (Figs. 16, 17). In 
those cases in which labour is obstructed 
at the brim the bladder may remain in the 
pelvis quite irrespective of the degree of 
dilatation of the cervix and the formation 
of the lower uterine segment (Figs. 18 and 
1g). It follows too, that the rate at which 
the displacement takes place varies with 
the time taken for the head to descend. 
Sometimes it is a slow and gradual process, 
and at other times, as in late engagement of 
the presenting part in multiparae, it may 
occur with almost dramatic suddenness 
(Figs. 16 and 17). In all our cases there 
were only two exceptions to the above rule, 
one in which the bladder base and the foetal 
head were both high early in labour, the 
other in which the posterior segment of the 
bladder remained low for a time even when 
the presenting part was engaged. This 
latter finding, however, is probably ex- 
plained by the fact that the patient had a 
very roomy pelvis. 

The extent to which the bladder base is 
lifted depends of course on the amount of 
space available in the pelvis, and when 
labour is easy there may be little or no dis- 
placement until the very end and just 
before the delivery of the head. It is in the 
cases where cavity arrest occurs that the 
uplift of the bladder becomes extreme, the 
vesico-urethral junction may then be as 
high as the upper border of the symphysis 
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pubis (Fig. 11). It is not always easy to 
be certain of this, however, for it is in these 
cases that the urethra seems to merge into 
the bladder shadow, with a gross altera- 
tion of the shape of the vesico-urethral 
junction (Figs. 11 and 14). In mid-pelvic 
arrest complete displacement of the bladder 
neck (i.e. to the upper border of the sym- 
physis pubis) may be, evidence that the 
limit of available room has been reached 
and may even be indicative of a need for 
delivery by Caesarean section. 


Changes in the bladder base and urethra 
after delivery. 

Cystography was done after delivery in 
two cases, in one case immediately after the 
birth, in the other three hours later. In 
both cases the bladder and urethra showed 
the normal anatomical appearances (Fig. 
17). The vesico-urethral junction had 
resumed its normal shape and reverted to 
its proper position set well back from the 
symphysis pubis. The bladder base un- 
folded itself backwards to lie just above the 
plane of the outlet as in the non-pregnant 
woman and the fundus re-assumed a 
mainly pelvic position. These findings are 
confirmed by study of frozen sections of 
women dying immediately after labour 
(Barbour, 1889). The immediate return of 
the bladder base and the urethra to normal 
position rather supports the view that its 
displacement in labour is dependent on the 
foetus rather than any change in the 
adjacent maternal tissues. 


DISCUSSION. 

The main conclusions reached from this 
radiological study can now be summarized. 
Early in labour, and unless the presenting 
part is very deep in the pelvis, the bladder 
base and internal urethral meatus are 
situated normally on a level with a line 
joining the lower border of the symphysis 
pubis and the tip of the sacrum. The 
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bladder neck is then 2 to 3 cm. posterior 
to the lower edge of the symphysis. As the 
presenting part descends the bladder base 
is lifted forwards and upwards, being as it 
were rotated about a fixed vesico-urethral 
junction. Later the bladder neck moves 
forwards until it comes to lie close behind 
the symphysis. This movement bears no 
relation to the dilatation of the cervix and 
the time and rate of its occurrence depends 
entirely on the descent of the presenting 
part. The extent of the displacement is 
largely governed by the relative sizes of the 
foetal head and pelvic cavity. When there 
is ample space the movement is minimal 
and may occur late. Upward displacement 
occurs later and its not constant. If there 
is mid-cavity arrest the bladder neck may 
be lifted as high as the top of the symphysis 
pubis, but some part of the bladder base 
usually remains behind the symphysis 
pubis throughout labour, and there is little 
if any elongation of the urethra. It would 
look as though the presenting part acts in 
some ways as a pelvic tumour in the non- 
pregnant woman. Only when a tumour 
of sufficient size is situated so low in the 
pelvis that it displaces the anterior vaginal 
wall forwards and upwards do the bladder 
neck and urethra undergo the same dis- 
placement. 

Further evidence on the relation between 
the displacement of the bladder base, the 
dilatation of the cervix, and the descent of 
the foetal head was sought in the detailed 
drawings shown in some of the older books 
on the anatomy of pregnancy. So far none 
have been found which do not bear out the 
conclusions set out above, and there are 
several illustrations, for instance those 
given by Smellie (1761) which lend it 
support, as do the engravings of the frozen 
sections of all the 28 cases reproduced by 
Barbour (1889, 1896) including, of course, 
the cases of Braune and Barbour. 

So far the discussion has ranged over the 


AS 


‘yonod ‘sappetq—q ‘stqnd stsAydwaAg—s 
‘ysinquipy ‘uoysuyof “yy pue ‘Ay Jo pury Aq ‘AIXXNX 
18es ay} Jo optsoddo ay} Sutmoys ‘er “Sty se ased sures oy} ul siqnd 

‘qI ‘DIY 


tv 


‘y pue jo Aq psodnpoidoy ‘uortsod 
UL [BULIOU aie aseq Joppr[q pue pue 
‘stajod Ul st Joppr[q ey stayed 
St pvay oy, “(z7Zg1) Amojvup 
jo svjjp S,ounvig Ul XXX 
‘eI 


~ 4) ~sH == ©) © 


at 


‘yonod ‘siqnd stsaydurAg—s 


“ysinquipy 
‘uojsuyo pue “Mm jo uotsstuttod pury Aq “AIXXX ‘(Fggt) 
yey optsoddo Sutmoys ‘ez ‘SI Se ULTIOM UT 
pue Joppriq ay} FO s[ivjop JY T 


‘(4Zg1) ysysuq s,Aweipeg 
wolf pue ‘[ Jo Aso}inod Aq psaonp 
-o1d9y Jou st pue stsAydurAs 
-AydurAs 04} 9A0qe Soyoeel Jo snpung 
YAM stafed oq} UI MOT ST peasy 
fo S,ouneig Ul TX XX woz 


"eZ 


\ 
by \ 

BA 
AN 
3 
SRS KS \ 
P 
1 


FI6é...3. 
The genital tract with the foetus in situ, from a frozen 
section of a woman dying in the second stage of labour. 
A. H. F. Barbour, The Anatomy of Labour 
(1889), Plate XXII. Reproduced by permission of 
W. and A. K. Johnston, Edinburgh. The head is on 
the perineum. The fundus of the bladder extends 
above the symphysis. The base of the bladder, 
although pushed towards the symphysis, is not 
elevated and the vesico-urethral junction is only just 
above the lower margin of the symphysis. The urethra 
is not elongated. 
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(a) After 24 hours weak labour pains. Cervix 2 (b) Antero-posterior view taken at the same 


fingers dilated. Membranes intact.  loetal time as (a). 
head cngaged. The bladder base has rotated 
forwards and the vesico-urethral junction 
has become funnel-shaped and has moved 
forwards to lie behind the symphysis pubis. 


(c) After 31 hours in labour. Cervix almost (d) Antero-posterior view taken at the same 
fully dilated. Foetal head only slightly time as (Cc). 
lower than in (a). The position of the 
bladder base is unchanged. 


Fic. 4. C.C., primigravida. Low forceps delivery after 36 hours 
in labour. Baby 7 pounds 4 ounces. 
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Fic. 5. 
D. L., primigravida. Slight disproportion. 
Spontaneous delivery after trial of labour. 
Cystogram taken at 1 to 2 fingers dilatation 
after only 4 hours in labour. The head is 
still above the pelvic brim and shows 
posterior asynclytism. The bladder base 
and urethra are normal in position and 

shape. 


Fic. 6. 
B. R.,  primigravida. Lower segment 
Caesarean section after 16 hours in labour, 
at which time there was evidence of foetal 
distress, the cervix being only 3 to 4 fingers 

dilated. 
Cystogram after 14 hours in labour. Cervix 
3 fingers dilated. The head is half through 
the pelvic brim and the bladder base is 
beginning to rotate forwards, producing fun- 
nelling of the bladder neck. The vesico- 
urethral junction has not lifted but has moved 
a little towards the symphysis pubis. 
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This shows the typical appearance early in labour, 
with the bladder base on a level with a line joining 
the lower border of symphysis with the last piece 
of the sacrum and a square vesico-urethral junction. 


The fundus has an hour-glass shape as it accom- ( 


modates itself to the presenting part above and the 


symphysis below. 


Cystogram taken after 3 hours in labour. Mem- 
branes ruptured, cervix 1 finger dilated. 


Fic. 7. K.M., Primigravida, spontaneous delivery, labour 24 hours. 
Baby 9 pounds 6 ounces. 


(a) After 2% hours labour. Head high, membranes 
intact, os one finger dilated. Bladder and 
urethra in normal position. 


Fic. 8. M.F., primigravida Slightly contracted pelvis, but small baby 
(5 pounds 7 ounces). No disproportion, spontaneous delivery 


after 73 hours labour. 


(b) After 7 hours labour. Head on perineum, cervix 
fully dilated, membranes ruptured. Delivery 
effected 20 minutes after this cystogram. 
Bladder base now rotated and vesico-urethral 
junction is funnel shaped. The latter has 
moved towards the symphysis but is not dis- 
placed upwards. 
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(a) After 1 hour of labour. 
Membranes ruptured. Cervix 2 fingers dilated. 
The head is two-thirds through the brim and 


Foetal head engaged. —(b) After 15 hours labour. Head lower, cervix 4 
fingers dilated. Very slight increase in rotation 
of bladder base but no change in position of 


the bladder base is commencing to lift, pro- bladder neck. 
ducing slight funnelling of the vesico-urethral 


junction. 


(c) After 19 hours labour. Head on perineum. 
cervix fully dilated. Bladder neck now showing 
typical funnel shape, but it has not lifted and is 
only slightly displaced towards the symphysis. 


Fic. 9. M. S., Primigravida. Spontaneous delivery after 21 hours 


labour. 
bladder. 


Roomy pelvis with only slight displacement of 
Baby 7 pounds 4 ounces. 


ae 
~ 
\ 

. 

; 
/ 
‘ 
H 

x 
il 
iS 

5- 

aie 


(a) At onset of labour. Weak pains. Membranes in- 


(b) After 11!. hours labour, Membranes ruptured, 


tact. Os admits tip of finger only. The bladder 
base and vesico-urethral junction are normal in 
Foetal head still above the brim. 


cervix 4 fingers dilated, strong uterine con- 
tractions. The foetal head is now low in the 
pelvis but is well moulded and there appears to 
bea“ tight fit.’” The bladder base and urethra 
have rotated forwards, the bladder neck is fusi- 
form and has also lifted to some extent. How- 
ever, a pouch of bladder still remains behind 
the symphysis. 


Slightly contracted pelvis, head high at 
onset of labour. Trial labour, spontancous delivery after 14 
Baby 8 pounds 2 ounces. 


P., primigravida. 
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(a) After 12 hours weak labour. Membranes intact. 


Cervix taken up and 1 finger dilated. The head 
is still high and the bladder base is in normal 
position, the urethra joining it at right angles. 
Tendency to hour-glass shape of bladder is also 
shown. 


(b) After 36 hours labour. Membranes ruptured. 


Cervix 3 fingers dilated. Foetal head has 
entered pelvic cavity. Base of bladder has now 
rolled forwards and is in line with the axis of 
the birth canal. The bladder neck has become 
funnel shaped and is displaced towards the sym- 
physis, and is also lifted up. The latter change 
is probably related to the straight sacrum and 
cramped cavity of the pelvis. 


(c) After 41 hours labour. 
head lower. It subsequently became arrested 
and had to be delivered with forceps. The 
bladder neck has lifted and is practically at the 
level of the top of the symphysis pubis This 
illustrates complete displacement of the bladder 
associated with mid-cavity dystocia. 


Cervix fully dilated, 


lig. 1. D. E., primigravida. Slightly contracted pelvis. Head high at 
term. Trial labour, mid-cavity arrest. Low forceps delivery 


after 44 hours labour. 


Baby 6 pounds 4 ounces. 
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(a) After 2 hours weak labour pains. Cervix 1 finger (b) Antero-posterior view taken at the same time 
dilated; membranes ruptured. The bladder base as (a). 
is rotating forwards, bladder neck not displaced. 


(c) After 1914 hours labour. Cervix almost fully (d) Antero-posterior view taken at the same time 
dilated. Head low in pelvis. Vesico-urethral as (c). 
junction is funnel-shaped and has moved 
behind the symphysis. Very little if any elon- 
gation of the urethra. 


Fic. 12. J. C., primigravida. Spontaneous delivery after 22 hours 
labour. Baby 7 pounds 8 ounces. 
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(a) After 8 hours labour. Cervix 2 fingers dilated. 
Membranes intact. The foetal head is engaged 
and the bladder base is rotating forwards. The 
bladder neck is funnel shaped but in normal 
position. 


(b) After 12 hours labour. Cervix fully dilated, 


mebranes ruptured and foetal head at the outlet 
with coccyx already tilted backwards. Bladder 
base has rotated further but there is no uplift 
of the bladder neck. Bladder still lies behind 
symphysis. Three hours after this cystogram 
the head became arrested in the transverse 
position. 


Fic. 13. M. T., primigravida. Deep transverse arrest of head. Roomy 
cavity with only slight displacement of bladder neck. Forceps 
delivery after 15 hours labour. Baby 8 pounds 8 ounces. 
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\ 
: (a) After g hours slow labour. Cervix 1 finger (b) After 15 hours labour. Cervix 4 fingers dilated, 
: dilated, membranes intact, head half through membranes intact, head low. Large pouch of 
brim. Commencing rotation of bladder base. bladder behind symphysis. No apparent dis- 


placement of bladder neck. 


(c) After 17!5 hours labour. Head on perineum 


and visible at vulva. Bladder base fully 
rotated, bladder neck fusiform but no uplift 
of urethro-vesical junction. Spontaneous 


delivery within half an hour of this cystogram. 


hic. 14. N. R., primigravida. Spontaneous delivery after 18 hours 


labour. Baby 5 pounds 12 ounces, 


In this series the catheter was removed, thus allowing more accurate 


visualization of the shape and position of the bladder neck. 
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(a) After 14 hours labour. Cervix 2 fingers dilated, (b) Alter 
membranes intact, widest diameter of foetal dilated. 
head has passed the brim. Bladder base rotated 
forwards and the bladder neck is funnel shaped. 
It is displaced behind the symphysis but has 
not lifted appreciably. 


20 hours labour. Cervix almost fully 

Hlead lower. Position of bladder neck 
is unchanged, no clongation of the urethra. 
Spontaneous delivery alter episiotomy 4 hours 
later. 


Mig. 15. I. C., primigravida. Spontaneous delivery after 24 hours 
labour. Baby 6 pounds 4 ounces. 


Cystogram taken at the commencement of the 
second stage of labour. Cervix fully dilated. Mem- 
branes ruptured. The foetal head is still high and 
the bladder base and urethra remain undisturbed. 
Delivery was completed two hours later. 


Fic. 16. Mrs. H., multigravida. Spontaneous delivery. 
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(a) At onset of second stage. Cervix fully dilated, (b) A few minutes later, immediately before de- 
head engaged. Bladder base and urethra still livery. Bladder neck displaced forwards and 
in normal position. upwards. 


(c) Immediately after delivery. Bladder base and (d) Another case, three hours after delivery. 
urethra back to approximately normal position. Bladder base and urethra in approximately 


normal position. 


lic. 17. Mrs. F., multigravida. Easy, spontaneous delivery. Late and 
rapid displacement of bladder. 
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(a) After g hours weak labour. Membranes intact. (b) After 20 hours labour. Membranes intact. 
Cervix taken up and 1 finger dilated. Bladder Cervix 3 fingers dilated. The head remains 
base and neck in normal position. completely above the brim. The bladder base 


remains in normal position and although the 
vesico-urethral junction is rather close to the 
symphysis pubis, it has not lifted. 


hig. 1. M.L., primigravida. Contracted pelvis. Labour obstructed at 
the brim. Caesarean section after 22 hours in labour. Baby 
8 pounds 12 ounces. Posterior position. 
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urethra remain in normal position. 


No evidence of displacement of bladder 


DISPLACEMENT OF BLADDER AND URETHRA DURING LABOUR 


description of the anatomical changes, but 
it may not be out of place here to discuss 
their bearings on some clinical problems. 
Some clinicians have long taught that in 
cases of cephalo-pelvic disproportion 
observation of the position of the bladder 
during labour assists in assessing the out- 
come. Thus it is said by some that a bladder 
high in the abdomen and inability of the 
patient to pass urine are good signs, others 
take the view that they mean a‘“‘ tight fit.”’ 
Both these views need qualifying. If the dis- 
proportion is extreme and the head does not 
engage, the bladder base and the bladder 
neck will remain in their normal position, 
no matter what degree of cervical dilatation 
is present. In such a case no disturbance 
of micturition will occur. On the other 
hand the extreme displacement of the 
bladder neck which may accompany cavity 
arrest is a good sign in that it indicates 
adequate engagement of the head, a bad 
sign in that it indicates that the limit of 
available room has been reached. 

The development of urinary fistulae from 
pressure necrosis following difficult labours 
may be touched upon. The site of these 
fistulae has a bearing on the problem we 
are considering. Their usual site is the 
bladder base and not the urethra. This is 
difficult to explain on the basis of the widely 
held view that the bladder is lifted above 
the symphysis pubis. In such cases it 
would be the elongated urethra which 
would be subject to pressure. If, as we 
suggest, some part of the bladder nearly 
always remains in a retropubic position 
then the site of these fistulae is understand- 
able. One of the few writers who makes 
this point is Johnstone (1948), whose state- 
ment about the displacement of the bladder 
is quoted earlier. It might also be added 


that if the bladder did not remain in the 
pelvis at the end of labour no obstetric 
manoeuvre would incur the risk of injury 
to it, and the oft-repeated warnings to 
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catheterize the patient before applying for- 
ceps would be unnecessary. 

An everyday clinical observation which 
is often held to support the view that the 
urethra is elongated in labour is that a 
catheter has to be passed a greater distance 
to withdraw urine. The most likely ex- 
planation, however, is that the catheter has 
to traverse a compressed and empty retro- 
pubic pouch of bladder before the urine in 
the upper pouch is reached. 

Although the direct observations which 
may be made during the performance of 
Caesarean section do not strictly come into 
the purview of a radiological study they 
perhaps may be touched upon as furnishing 
a check on the radiological findings. There 
can be no doubt that in cases of obstructed 
labour a diversity of bladder positions is 
encountered at this operation. In some 
cases perhaps this is explained by anato- 
mical variations in depth of the utero- 
vesical pouch. Generally when the lower 
segment is overdistended and tonic con- 
tractions are threatened or established, the 
bladder is found high on the front of the 
lower segment, stripping up the peritoneum 
and covering the operative field. In those 
cases in which disproportion becomes 
evident early and in which an inco-ordinate 
type of uterine action develops without the 
formation of a distended lower segment, 
this elevation of the bladder and oblitera- 
tion of the utero-vesical fossa of the peri- 
toneum is not observed; indeed the fossa 
may seem deeper than usual. This is 
because in this type of case the uterus is so 
inefficient that the presenting part is not 
forced into the pelvis to a significant extent. 
In other words the presence of marked 
upward displacement of the bladder is 
evidence of failure of labour in those cases 
only in which a substantial portion of the 
head is the cavity. This, for instance, 
occurs in the common cases where uterine 
activity is adequate to force a considerable 
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part of the head into the pelvis, simulating 
the vaginal criteria of apparent engage- 
ment, whereas in fact the greatest diameter 
of the presenting part is still above the 
brim. 


The relationship between the changes in the 
bladder and urethra and the development 
of stress incontinence. 

In this context the important points seem 
to be that the upper end of the urethra is not 
displaced upwards to any extent in labour 
but that the bladder base is first rotated 
and then forced upwards so that the vesico- 
urethral junction becomes fusiform, or to 
use a homely simile, the shape of the 
junction comes to resemble a pear and its 
stalk, in contrast to the normal appearance 
of an apple and its stalk. Seeing that the 
displacement of the bladder base is for- 
wards it cannot be that the cause of stress 
incontinence is a separation of the bladder 
neck and urethra from their attachment to 
the back of the symphysis, as some writers 
have supposed. What would seem likely 
is that an extreme rotation of the bladder 
base from its normal horizontal position in 
the plane of the outlet to a vertical position 
stretches its fascial investment and _par- 
ticularly the fascial investment of the 
posterior aspect of the bladder neck. After 
delivery this fascia does not recover its 
strength, and the ring of fibrous tissue which 
maintains the normal perpendicular attach- 
ment of the urethra to the bladder is left 
stretched. The guard which the muscular 
pelvic diaphragm maintains against the 
sudden rises of pressure accompanying 
sudden efforts such as coughing is impaired 
because the fibrous attachments of the 
muscle fibres are too lax. The problem of 
stress incontinence is of course a difficult 
one, and the view that it is due to a minor 
degree of relaxation of the investing fascia 
of the bladder neck needs consideration in 
light of three other aspects of this 
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symptom. The first is the fact that often 
very little evidence of injury to the vaginal 
wall can be demonstrated in quite severe 
cases of stress incontinence. The second 
is the question of the existence and role of 
the bladder sphincters. The third is the 
degree of pressure raised within the bladder 
by the sort of effort which causes stress 
incontinence as compared with the intra- 
vesical pressure of normal micturition, 
Perhaps the matter of the intravesical 
pressures may be best considered first 
because the strength of the supports and 
any sphincters that may be present must 
be adapted to the pressure they have to 
withstand. Much of our knowledge of 
intravesical pressure is based on the work 
of Denny-Brown and Robertson (1933), 
and following their work it is not difficult to 
devise simple manometric measurements 
of the intravesical pressure in normal 
women and in women complaining of stress 
incontinence. The resting pressure of urine 
in the bladder is zero. This is the reason 
why it does not follow that a catheter 
passed before operation with the patient 
lying prone necessarily empties the 
bladder. In voluntary micturition the 
pressure rises quickly to as much as 100 cm. 
to 200 cm. of water, but the rise with an 
effort such as a cough is nowhere near this 
level, usually only a little above zero. 
Even a sustained paroxysm of coughing 
does not raise the intravesical pressure 
much more than 10 cm. of water. This 
means that the anatomical resistance 
required to maintain continence against 
casual stresses need not be very strong. 
In regard to the nature and role of the 
vesical sphincters in women the work of 
Denny-Brown and Robertson (1928) is 
again of great importance. Briefly, these 
workers consider that no true involuntary 
sphincter exists, and that the role of the 
voluntary sphincter, the compressor ure- 
thrae, is not to maintain continence but to 
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provide a reflex mechanism whereby the 
act of micturition can be cut short. Such 
a view accords with Barrington’s (1928) 
experimental findings in the cat. Normal 
continence depends on the zero pressure of 
the resting bladder and the apposition of 
the tissues round the meatus. There is no 
voluntary or involuntary muscle mechan- 
ism constantly on guard, all that is 
necessary is a_ resistance sufficient to 
counteract the quite small rise of pressure 
that occurs with effort. 

These considerations throw some light 
on the extent of the lesion necessary to 
cause stress incontinence, a lesion which, 
as is well known, is sometimes quite mini- 
mal. If the structures which normally 
support the female bladder neck are built 
to withstand a pressure only one-tenth that 
of normal micturition we should not expect 
to find them of imposing strength. Such an 
argument is borne out by anatomical dis- 
sections of the bladder and urethra. It 
follows that when these structures are 
damaged, even to the extent of producing 
incontinence, no very striking evidences of 
damage are likely to be seen. It is only 
when a massive protective structure such 
as the pelvic floor is injured that we should 
expect to find gross physical signs of 
trauma. 

It is not the aim of the present paper to 
discuss the operative cure of stress incon- 
tinence, but the foregoing conclusions 
would seem to show that attempts at its cure 
must aim at reconstituting a normally- 
shaped vesico-urethral junction in its right 
place on the plane of the outlet, that 
urethroplasty of any sort is unsound, and 
that the strength of the support given by 
any plastic operation is not nearly so 
important as to ensure that it is made in the 
right place. 

SUMMARY. 

1. The movement of the bladder and 

urethra in labour was studied by a series 
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of cystograms. 
that: 

(a) At the onset of labour the bladder 
base and the urethro-vesical junction are at 
the level of a line joining the lower border 
of the symphysis pubis and the tip of the 
sacrum. 

(6) Dilatation of the cervix and thinning 
of the lower segment does not directly in- 
fluence the position of the bladder base. 


(c) As the presenting part descends the 
bladder base is rolled up from behind for- 
wards until is comes in line with the urethra. 
Both bladder base and _ vesico-urethral 
junction then move towards the symphysis. 


(d) In the normal case there is not much 
upward movement of the bladder neck, nor 
is there significant lengthening of the 
urethra. Part of the bladder just above the 
bladder neck, which becomes funnel- 
shaped as viewed from the side, usually 
remains behind the symphysis. 


(e) The extent of the displacement of the 
bladder and urethra depends largely on the 
relative sizes of the presenting part and 
the pelvic cavity. When the cavity is 
cramped and there is mid pelvic arrest of 
the head, the bladder neck may lift to the 
level of the top of the symphysis pubis and 
the urethra is somewhat lengthened. Such 
a state of affairs may indicate the need for 
delivery by Caesarean section. 


2. Some of the clinical implications of 
these findings are discussed. 


3. It is suggested that in cases of stress 
incontinence the essential lesion is a failure 
of the fascia investing the bladder base 
behind the urethro-vesical junction to re- 
cover tone. 


We are indebted to the other members of 
the visiting staff of the Liverpool Maternity 
Hospital for allowing us to make use of 
some of their cases in this study. 
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ADDENDUM. 

The early part of this work was described 
in a preliminary communication by one of 
us (P. M.) made to the North of England 
Obstetrical and Gynaecological Society in 
1945. The further investigations were 
carried out in 1947 and early 1948, and 
the results were submitted for publica- 
tion in March 1949. During this period 
H. I. Kantor, J. E. Miller, and J. C. 
Dunlap carried out rather similar work, 
which they described at the Sixteenth 
Annual Meeting of the Central Association 
of Obstetricians and Gynaecologists, 
Denver, in September 1948, and which was 
published in the August number of the 
American Journal of Obstetrics and Gyne- 
cology, 1949, 58, 354. It is of interest to 
note that these workers have also, and 
independently, come to the conclusion that 
the bladder base remains low in the 
pelvis early in labour, and that its subse- 
quent movement is governed by the descent 
of the presenting part and not by the 
dilatation of the cervix and lower uterine 
segment. 
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AN ANAESTHETIST’S CONTRIBUTION TO THE RESUSCITATION 
OF THE NEWBORN 
BY 


Hitpa Roserts, M.R.C.S., D.A., D.C.H., 
Assistant Lecturer in Anaesthetics, Postgraduate Medical School of London. 


A REVIEW of the literature on the subject 
of asphyxia neonatorum fails to put routine 
resuscitation on a firm basis; therefore the 
methods to establish or maintain respira- 
tory and circulatory rhythm in the newborn 
will always be of a hit or miss variety until 
we can grasp the true effect of the mechani- 
cal means at our disposal. 

The neuromuscular development of the 
gasp reflex as described by Barcroft (1946) 
is an accepted fact and the ultimate 
accumulation of carbon dioxide in the 
foetal blood-stream is more widely accepted 
in this country than Yandell Henderson’s 
(1938) theory that asphyxia involves 
deficiency of oxygen together with defi- 
ciency of carbon dioxide. If we use these 
basic principles as our foundation a firm 
structure can be built upon it. One of the 
great problems of the respiratory mechan- 
ism is the cause of the onset of respiration. 
Barcroft (1946) suggested that various 
sensations tend to initiate the onset of 
respiration. Among these are included : 

(a) Pain. 

(b) A rise of blood-pressure which may 
be due to a stimulation of the aorta or of 
the carotid sinus; the same mechanism may 
have a direct effect on the respiratory 
centre. 

(c) A flood of stimuli from the skin, 
muscles and joints is of primary import- 
ance, and with them may be associated the 
fact that the removal of the baby from its 
aqueous surroundings subjects it (for the 


961 


first time) to the strain put upon it by its 
own weight. 

Generally speaking these stimuli to the 
onset of respiration should be present at 
birth in all infants, unless gross damage or 
mismanagement has occurred. Therefore 
before we can establish rational treatment 
for asphyxia neonatorum we must have a 
clear picture in our minds of the causes of 
this condition. 

Asphyxia neonatorum is usually divided 
into two stages, i.e., (1) Blue asphyxia. 
(2) White asphyxia. 

These terms are without boundaries and 
are not sufficiently clear-cut descriptions of 
the state of the infant. I prefer Flagg’s 
classification (1944a) which tends to give 
a better clinical picture of the degree of 
asphyxia present. He divides cases into 
3 groups. 

(1) Stage of depression. (2) Stage of 
spasticity. (3) Stage of flaccidity. 

Depressed. Baby does not breathe well. 
Tendency to duskiness or recurrent 
cyanosis. Respiration free, but slow and 
irregular. 

Spastic. Irregular, gasping or shallow 
respiration occurring at long intervals. 
Marked cyanosis of mucous membranes, 
with blotching of skin and general pallor. 
The baby’s gums close on the finger tip. 
Reflex reaction to suction of the pharynx, 
such as movement of facial muscles or 
extremities. Ifthe pharynx is exposed, the 
pharyngeal reflex is sluggish or active, and 


1 
Gre 


962 
the glottic reflex is active. Froth or fluid is 
present in the mouth or pharynx. 

Flaccid. Respiration occurs at long 
intervals or cannot be demonstrated at all. 
Cyanosis or pallor. Complete flaccidity of 
musculature; all muscle tone is gone. Jaw 
completely relaxed. No resistance to 
suction or exposure of the larynx. Fluid is 
found in the hypo-pharynx. Apex beat 
may not be demonstrable. 


AETIOLOGY OF ASPHYXIA NEONATORUM. 


1. Chemical. 

When the cord is tied or the placental 
circulation fails, according to Barcroft, two 
things happen: 

(a) The oxygen supply is cut off. 

(b) Carbon dioxide accumulates, being 
produced by the body generally and especi- 
ally by the respiratory centre. 

Of the relative effect of oxygen want and 
carbon dioxide excess on the respiratory 
centre, Snyder and Rosenfeld (1937) say 
that the response to carbon dioxide in the 
newborn is related to birth rather than to 
the stage of development. 

Asphyxia will be produced if the respir- 
atory centre fails to respond to disturbed 
acid-base balance of the blood and tissue. 


2. Developmental. 

It is accepted that the establishment of 
respiration in a premature infant is often a 
precarious procedure, and the likelihood of 
its requiring some form of resuscitation 
is greater than in a baby at term. Bender 
(1925) examined the lung development of 
the foetus from 9 weeks, and at this early 
stage the lungs showed an epithelial tubular 
system in a loose mesenchymal tissue. The 
ends of the tubes become dilated and form 
end-buds by dichotomic division. The 
end-buds have a large cavity with a high 
prismatic epithelium. Growth takes place 
only by dichotomy of the end-buds, but 
disturbances can occur giving rise to 
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abnormalities. In the end-buds of the 
newborn the high epithelium found is 
incapable of gas transfer, and so gas 
exchange takes place in the end passages, 
until normal conditions are established. 
According to Broman (1923) a premature 
infant breathes with its bronchioli, and the 
alveoli are developed passively during 
extra-uterine existence. It has been 
suggested that there is a slightly lower 
rate of aeration of the lung tissue in a 
premature infant, so that fully aerated 
lungs can only be found in such in- 
fants that survived at least four or five 
days. Considering this information it is not 
surprising that the establishment of respira- 
tory function in a premature baby is a 
somewhat uncertain process. 


3. Mechanical. 

Mechanical factors are conveniently 
classified according to whether they are of 
maternal or foetal origin. 


Let us consider the maternal conditions 
that may arise first of all. These consist 
mainly of factors cutting off the blood 
supply to the foetus, i.e., premature 
separation of the placenta, placental 
infarction, and sudden fall in blood- 
pressure in the maternal circulation; com- 
pression of the cord during labour; tonic 
contraction of the uterus with or without 
the formation of a contraction ring. All 
these factors will interfere with the proper 
oxygenation of the foetal blood-stream. 


Causes arising within the foetus itself are 
numerous and extremely important when 
considering the differential diagnosis of 
asphyxia neonatorum. Inherent abnor- 


malities need only to be mentioned as such 
factors cannot be eliminated by prophy- 
lactic treatment. Injury caused by rapid 
passage through the birth canal or due to 
instrumental deliveries may cause intra- 
cranial injury sufficiently severe to inter- 
fere with the establishment of respiration at 
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birth. Lastly, mechanical factors causing 
obstruction of the air passages and accumu- 
lation of mucus and debris is one of the 
commonest causes of asphyxia, and it is 
liable to occur in the healthiest of full-time 
infants. Congenital atresia of the larynx 
is a rare cause of obstruction; it is incom- 
patible with life and usually only diagnosed 
post-mortem, unless the infant’s glottis is 
examined with a laryngoscope at birth. 


4. Infection of the lung tissue. 

Kiistner (1877) was the first to establish 
pheumonia as a consequence of intra- 
uterine aspiration, and Browne (1922a and 
b) gave irrefutable evidence of the com- 
paratively frequent occurrence of intra- 
uterine pneumonia. He describes an 
advanced pneumonia in an infant who 
survived 8 hours only and here the lungs 
showed marked grey hepatization at post- 
mortem examination. He emphasized the 
risk of foetal pneumonia in cases of pre- 
mature rupture of the membranes. 


5. Maternal disorders. 

There are many diseases, or rather dis- 
orders, that have a tendency to diminish the 
chance of survival of the infant, but I feel 
that any writing on this subject is outside 
the scope of an anaesthetist. However, I 
presume to mention a few complications of 
pregnancy, i.e., pre eclamptic toxaemia, 
eclampsia, accidental haemorrhage, 
chronic nephritis; all these take a heavy 
toll of the infant life. 


6. Asphyxia neonatorum caused by 

analgesic and anaesthetic drugs. 

The administration of these drugs needs 
a sound understanding of their pharmaco- 
logical value, and no one realizes this more 
than anaesthetists. Anyone understand- 


ing the action of soporific drugs will be the 
last to deny their powerful effect on the 
foetus in utero, and the ease with which 
placental 


they penetrate the barrier. 


However, to-day the cry for relief of pain 
in labour cannot be denied, and as the 
clamour grows so more drugs are produced 
and administered. I maintain that effective 
relief can be provided but it must be 
coupled with increased vigilance so that 
the foetus will be born unscathed. 


TREATMENT OF ASPHYXIA NEONATORUM. 


The essentials for successful resuscitation 
of the newborn are as follows: 

(1) Effective measures should be estab- 
lished immediately the child is born. 

(2) In applying the methods of resusci- 
tation it should be remembered that the 
newborn child is very fragile and all 
manipulations must be carried out gently 
and efficiently. 

(3) Maintenance of the circulation and 
oxygenation of the tissue are the aims of 
true resuscitation and time should not be 
lost in producing results. 

Treatment of asphyxiated infants can be 
classified under two headings: (a) Preven- 
tive; (b) Specific. 

(a) Preventive. 

This includes, in the first place, careful 
antenatal supervision of the mother, and 
expert management of labour. Secondly, 
a true appreciation of the effects of anal- 
gesia and anaesthetic drugs should be 
acquired by all who prescribe and admin- 
ister them, so that the mother may benefit 
without the infant being harmed. A full- 
time infant has a certain amount of resis- 
tance to soporific drugs, but a premature 
baby is extremely susceptible to anything 
that depresses the respiratory centre. 
There is not any doubt that the anaesthetic 
of choice in operative obstetrics where the 
infant is premature is a spinal anaesthetic. 

I deplore the attitude that regards spinal 
anaesthesia as the anaesthetic of choice for 
all patients. The only excuse for this out- 
look is the absence of a reliable anaesth: - 
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tist, and in these enlightened days this 
situation should not arise. Therefore to 
avoid any unfortunate occurrences from the 
anaesthetic point of view it is desirable that 
every obstetric department should have 
at least one anaesthetist attached to the staff 
to improve and maintain the standard of 
analgesia and anaesthesia. 


(b) Active resuscitation. 

The essentials of treatment can be 
summed up very quickly: 

(x) Aspiration. (2) Intubation. (3) Oxy- 
genation. (4) Maintenance of circulation. 


(1) The importance of aspiration cannot 
be emphasized too strongly. A clear air- 
way will be the deciding factor with regard 
to the success of the other methods applied 
to revive the infant. An easy method of 
clearing the infant’s airway is to hold it up 
by the feet immediately it is born, and any 
liquor amnii or thif mucus will run out 
through the nose and mouth. However, 
the stickier type of mucus and blood needs 
to be aspirated. There are many ways of 
sucking out mucus and debris and I do not 
belittle any of them, but I consider it most 
essential to remember that the sucking 
power should not be too strong as the 
mucous membranes of the upper respira- 
tory passages are easily traumatized. We 
use electric suction, the maximum vacuum 
applied being equivalent to about 5 inches 
(12.7cm.) of Hg. If the debris is thick, then 
the mouth and pharynx must be mopped out 
with small swabs moistened with a dilute 
solution of sodium bicarbonate. The glottis 
and trachea should be cleared under direct 
vision with the aid of a laryngoscope. 
Properly done this will often prove a life- 
saving measure. 


(2) All people dealing with newborn 
infants, whether in the capacity of obstet- 
rician, paediatrician or anaesthetist, should 
be capable of performing an endotracheal 
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intubation. It is a simple procedure once 
the anatomy and the manipulation of the 
laryngoscope are understood. The infant 
is in an ideal state for the process of intu- 
bation; it is immobile and completely 
relaxed; any infant who registers objection 
to the blade of the laryngoscope does not 
need intubating. I would like to empha- 
size the method of introducing the endo- 
tracheal tube under direct vision. One has 
only to see the size of the infant glottis to 
realize how difficult it is to introduce the 
tube into the larynx blindly, and I cannot 
help thinking that many of the so-called 
endotracheal intubations done in this way 
have been in reality oesophageal. Fig. 1 
shows the glottis of a full-time infant. The 
length of the endotracheal tube is about 
3 inches (7.6 cm.) to correspond with the 
measurements of the infant’s upper res- 
piratory tract. 

In considering this question of endotra- 
cheal intubation we must ask ourselves, 
“Ts it worth the extra effort?’’ If we can 
save one life out of a hundred, the method 
is worth a more extensive application. As 
soon as the tube is im situ and oxygen is 
insufflated through it together with gentle 
intermittent positive pressure the change in 
the infant’s condition is dramatic. If the 
child is going to survive it will respond 
within a matter of a few seconds to 5 
minutes; if there is not any response after 
this time the chances of survival are 
minimal. The shortening of the time factor 
in the period of recovery is extremely 
important, for apart from the rapid oxy- 
genation of the cerebral cortical cells the 
chances of resistance to secondary pul- 
monary infections are increased. Out of 
14 asphyxiated infants who were treated 
by endothracheal intubation 10 survived, 
and 4 died: although I cannot offer any 
concrete evidence I am convinced that 2 
lives were saved by the immediate intuba- 
tion. Of the 4 infants who failed to respond 
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Glottis of a newborn infant (cadaver) 
showing extremely relaxed vocal 
cords, thus making the glottic open- 
ing much wider than in the living 
child. Photograph of colour drawing. 
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Small metal airway, suitable for the smallest infant. 
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FIG. 3. 
Mask and rubber bag attached for oxygen therapy. 
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the foetal heart was not heard before 
delivery in 2 cases; one was a case of 
severe pre-eclamptic toxaemia and prema- 
turity, and the other patient had a strongly 
positive Wassermann reaction. Until a 
statistically controlled experiment is done 
on this subject we are not in a position to 
state categorically that intubation saves the 
lives of infants who would have died 
otherwise. 

(3) The main problem of oxygenation is 
how the oxygen should best be given. Many 
people maintain that the blowing of oxygen 
at an infant, either orally or nasally, only 
stimulates the respiration by the impact of 
the cold gas on the pharyngeal wall and 
that very little oxygen gets into the lower 
respiratory passages; moreover a severely 
asphyxiated baby will not respond to the 
stimulation. To encourage complete oxy- 
genation it is important to establish a clear 
airway either by intubating or by inserting 
asmall metal airway (shown in Fig. 2) and 
by holding up the chin. If these precau- 
tions are not taken the supply of oxygen 
will not reach its proper destination as the 
soft tissues of the upper respiratory tract 
tend to fall together and obliterate the 
passage. Even the walls of the larynx and 
the trachea will simulate those of a collapsed 
tube in a severely asphyxiated baby. When 
the airway is clear the oxygen may be given 
effectively in several ways. 

The simplest way is with a small face- 
piece connected to a reservoir bag, similar 
to that of a B.L.B. oxygen inhaler. 
Oxygen is run into the bag at the rate of 2 
litres per minute and the mask (shown in 
Fig. 3) is placed firmly over the infant’s 
face. The forefinger closes the expiratory 
valve over a period of 3 seconds at a rate 
of approximately 15 times per minute. The 
expiratory valve is loaded to resist up to 
10 mm. Hg. This method of giving 
oxygen proves most effective if an endo- 
tracheal tube is in situ. Of course the ideal 
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apparatus for this is the Heidbrink 
Resuscitator where the pressure of the 
oxygen flow is more scientifically con- 
trolled. It is illustrated in Figs. 4 and 5. 

A second method of administering 
oxygen is by direct flow into an endo- 
tracheal tube as shown in Fig. 6. A 
mercury depression flow meter is interposed 
between the cylinder and the endotracheal 
tube to register the flow into the respiratory 
passages of the infant. The flow from the 
oxygen cylinder should not exceed 1.5 
litres per minute and the pressure as 
measured by the manometer approximately 
tomm. Hg. Flagg (1944b) suggests that a 
pressure of 25 mm. Hg should be given to 
stimulate the Hering-Breuer reflex. The 
pressure is raised to approximately 
20 mm. Hg by occluding the open end of 
the Y-piece with the finger over a period 
of 2 seconds. 

Great care should be used when employ- 
ing this method to avoid damage to the lung 
tissue. For those who object to any form 
of pressure being used to drive the oxygen 
into the respiratory tree the rocking cot 
would be more acceptable. This is des- 
cribed in the following paragraph. 

(5) According to Eve and Forsyth (1948) 
the main aim of resuscitation is to ‘‘ restore 
the circulation and the respiration will 
restore itself.’’ The importance of move- 
ment of the cerebral circulation is borne out 
by the experiments of Schmidt e¢ al. (1945) 
and if we apply this principle to practical 
resuscitation it becomes a valuable adjunct 
in our armamentarium. The consequence 
of these observations is Eve’s rocking 
system and several methods have been 
devised to produce this mechanism. It 
occurred to me that if one could rock an 
infant in an atmosphere of oxygen recovery 
might be accelerated, and so the apparatus 
drawn in Fig. 7 was constructed. I adopt 
the following routine for any baby showing 
signs of asphyxia at birth. The air passages 
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Heidbrink Infant Resuscitation Apparatus, with a separate drawing 
of the mechanism controlling the degree of positive pressure of oxygen 
used. 
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DIAPHRAGM OR AUTOMAT 
Regulates positive pressure 
exerted at inhaler 
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To set positive Pressure. 

Water manometer is filled to mark O with distilled water. 

Open the oxygen cylinder. 

Turn the diaphragm kaob counter clockwise until it reaches 
maximum raised position. 

Raise the safety escape valve cup until its pointer is opposite 
selected calibration on the manometer gauge. 

Remove face mask from resuscitation inhaler casting. 

Close outlet of casting by holding the opening in the palm of the 
hand and depress the lever on the inhaler. 

Gradually rotate the diaphragm knob until the level of water in 
the manometer rises to the pointer level. 

Release the lever, attach the face mask and the apparatus is ready 
for use. 
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Teoxygen 
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Open end of 
connexion 


Mctal connexion 


Magill endotracheal tube No. 00 


Fic. 6. 


The mercury depression manometer connected to a 
No. oo Magill endotracheal tube. 


are Cleared by suction and it is placed in 
the cot and rocked at about 10 times per 
minute. When the cot rocks at 10 times 
each minute the oxygen is flowing into the 
cot at the rate of 2 litres per minute; this 
is ample for a newborn baby as its tidal air, 
according to Flagg, is only about 18 c.cm. 
However, extra oxygen can be added 
through the by-pass. The infant can be 
subjected to endotracheal intubation and 


the tube and attachment fixed to the face 
with strapping. This gives a very clear air- 
way and on the head-down tilt of the cot 
the weight of the abdominal contents falls 
on the diaphragm and adds an impetus to 
any respiratory movement that may have 
started. We find this method of rocking the 
infants a very satisfactory and compara- 
tively simple way of resuscitation. Any 
intubation that needs to be done is per- 
formed by the paediatric registrar who has 
learnt to do the job skilfully and quickly 
after very little practice. The cases occur 
mainly after difficult forceps and Caesarean 
deliveries. 

The use of stimulant drugs can be con- 
sidered under this heading. Lim and 
Snyder (1945) concluded after experiments 
on newborn rabbits that considerable 
hazard was involved in the use of drugs 
like alpha-lobeline, coramine, metrazol, 
caffeine, as there was a narrow range 
between the stimulant doses and those pro- 
ducing convulsions. They also stated that 
present experiments lend no support to the 
use of these drugs in the resuscitation of the 
newborn. Litchfield (1945) states that 
adrenaline has often saved a baby’s life, 
especially if injected into the heart; and he 
mentions the fact that alpha-lobeline acts 
by lowering the carbon dioxide threshhold 
of the respiratory centre, although it has a 
transitory action and requires repetition. 
However, I maintain that in the art of 
resuscitation top priority should be given 
to the clearing of the airway and then to 
oxygenation. Stimulating drugs should be 
administered as a last resort. 


CONCLUSION. 

Whatever the method of resuscitation 
used, the mainspring of the treatment is 
an established routine. The nursing staff 
play their part by keeping the apparatus in 
working order and in complete readiness. 
The anaesthetist should be ready to intu- 
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Perforated metal base, 
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infant in position. 
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The Infant Oxygen Rocker (Roberts-Talley). The mechanism is 

controlled by the pump at the side of the apparatus, which in its turn 
is activated by the flow of oxygen from the cylinder. 
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bate the infant if necessary and supervise 
any resuscitative measures applied; 
although it is much better if a paediatrician 
is encouraged to learn how to use a 
laryngoscope and take charge of the infant 
as soon as it is born. This leaves the 
anaesthetist free to look after the mother, 
who, after all, is his first consideration, but 
he is there if the paediatrician needs assist- 
ance. The plan, of course, applies to 
operative obstetrics. But I feel that if a 
definite routine is adopted it will exert its 
influence in any real emergency. Our prior 
consideration is without doubt preventive 
treatment from both the obstetric and the 
anaesthetic points of view, and all con- 
cerned should have one aim, that is, to 
produce a healthy vigorous infant with the 
least possible discomfort and danger to the 
mother. 


SUMMARY. 


The theories of the onset of respiration 
in the newborn have been reviewed. 
Flagg’s classification of foetal asphxia has 
been presented, together with the aetiology 
of asphyxia neonatorum. The treatment 
of this condition has been divided into 
prophylactic and specific, and the practical 
measures adopted by the author are des- 
cribed. 


I am indebted to Professor James Young 
and to Professor R. J. Kellar for their 
encouragement, and I am grateful to Mr. 
J. C. McClure Browne, lecturer in obstet- 
rics and gynaecology, for his many helpful 
suggestions. Dr. C. H. C. Upjohn, the 


paediatric registrar, has been most 
enthusiastic, and his skill in intubating the 
infants has been of the utmost value. Miss 
Patricia Burrows has shown the structure 
of the various apparatus with her excellent 
sketches. Mr. Talley of Medical Pneumatics 
Ltd. is responsible for the technical con- 
struction of the oxygen rocking cot, and the 
Heidbrink resuscitator has been lent to us 
by the courtesy of Oxygenaire Ltd. 
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TOTAL HYSTERECTOMY AND CARCINOMA OF THE 
CERVICAL STUMP 


BY 
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AND 
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F.A.C.S., F.R.C.0.G., Assistant Professor, McGill University, 
Obstetrician and Gynaecologist, Royal Victoria Hospital. 


THE purpose of this paper is to review the 
cases of carcinoma of the cervical stump 
seen in the Radium Clinic of this hospital, 
and to relate them to our experience in the 
use of total abdominal hysterectomy. Only 
the cases of true stump cancer will be con- 
sidered at thistime. We classify true stump 
cancer as those cases in which the malig- 
nant lesion is diagnosed 2 or more years 
after the subtotal hysterectomy. In the 
consideration of this question any cancer of 
the stump is important from the point of 
view of treatment, as we emphasized in 
reporting our results in 1945. But the 
problem of the stump cancer under 2 years 
is essentially one of a missed diagnosis 
whereas the true stump cancer may be 
considered the result of inadequate surgery 
for benign conditions. 

In the 23-year period from 1926 to 1948 
inclusive, we have had 40 cases of true cer- 
vical stump carcinoma. The average age of 
these women was 50 years, the youngest 
Was 23 years and there were two patients 
of 70 and one of 69 years. One of the 70- 
year-old patients developed symptoms 20 
years after her subtotal hysterectomy, and 
lived 9 years after treatment with radium 
and X-ray, but at the time of her death was 
having vaginal bleeding, which suggests 
that the neoplasm was still active and may 
have been the cause of her death at 79. 


As is known the incidence of stump 
cancer is the number of cancers which de- 
velop in cervices after subtotal hysterec- 
tomy. Probably nowhere, however, is 
there a follow-up of 10 to 20 years on cases 
of subtotal hysterectomy which would be 
necessary to calculate this incidence. 
Judging from information obtained after 
tracing a small series of cases any attempt 
to trace several hundred extending over a 
20-year period would be a tremendous and 
fruitless task. 

Because of this it has been the custom 
to compare the number of cancers in the 
cervical stump to the number of cervical 
cancers in the intact uterus, and the re- 
sultant figure is generally regarded as the 
incidence of this disease. On this basis the 
reported incidence varies between 3 and 4 
per cent, and Smith and Dresser (1945) 
reported an incidence of 5.2 per cent. 
Table I shows this incidence in our Clinic 
to date and the previously reported 20-year 
figures. 


Tasce I. 
Incidence of Cancer of the Cervical Stump to 
Cancer of the Cervix. 


Cancer of Cancer of the 
the cervix cervical stump Percent 
1926-1945 664 28 4-21 


1926-1948 780 40 
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In 1934 Meigs compared the number of 
cancers of the cervical stump seen to the 
number of subtotal hysterectomies per- 
formed over a 33-year period and reported 
an incidence on this basis of 0.73 per cent. 
These cases of stump cancer he counted as 
those appearing one year after subtotal 
hysterectomy. Table II compares our 
figures with those of Meigs’s. 

II. 


Incidence of Cancer of the Cervical Stump to 
Subtotal Hysterectomy. 


Subtotal Cancer of the 
hysterectomy cervical stump Per cent 
1926-45 2,273 28 (2 yr.) Le 
1926-48 2,523 40 (2 yr.) 1.58 
Meigs 
1900-33 13 (1 yr.) 0.73 


Ten of our 40 cases had had their subtotal 
hysterectomies in this hospital in the period 
extending from 1913 to 1942, the remaining 
30 were from various outside sources. 

Of the 1,077 subtotal hysterectomies to 
be discussed later in this paper one re- 
turned to us with a cancer of the cervical 
stump. 

In Table III the time interval following 
subtotal hysterectomy before the develop- 
ment of cancer has been broken down into 
5-year periods. From this it can be seen 
that the majority of the patients, i.e. 23, de- 
developed malignancy I0 or more years 
after hysterectomy. 


III. 
Occurrence of Cancer of the Cervical Stump in 
Years after Subtotal Hysterectomy. 


2- 5 years 9 15-20 years 8 
5-10 years 8 20-25 years 3 
10-15 years 10 25-30 years 2 


Closely related to this is the stage of the 
disease found on examination of these 
patients as set out in Table IV. The classi- 
fication into stages used in this clinic being 
as follows: 
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Stage I-—Single lesion limited to the 
cervix canal or portio. 

II—General involvement of the 
cervix. No spread beyond. 

I11--Spread to the fornices and / or 


parametrium., 


Stage 


Stage 


Stage [V—Frozen pelvis. Vaginal and 
distant metastases. Fistulae, 
TABLE IV. 

Stages of Disease in Cervical Stump Cancer. 

Stage Stage Stage Stage 
u II Til IV 

1926-48 I 20 16 3 

1926-45 oO 13 13 2 

1946-47-48 I 7 3 I 


In the earlier 20-year period the majority 
of the cases were in the advanced stages: 
in the last 3 years there have been more in 
the earlier stages. 

The methods of treatment are shown in 
Table V. Up to 1945 many were treated 
with radium alone, in the past 3 years 
radium and X-ray have been used. The 
total dosage for cervical stump cancer is 
usually 3,600 to 4,800 mgh. of radium and 
10,000 to 12,000 r of deep X-ray. 


TABLE V. 
Methods of Treatment in Cervical Stump Cancer. 


Radium 
and Cauterization Surgical 


Radium X-ray and radium removal 
1926-48 15 23 « 
1926-45 14 12 I I 


Up to and including 1943 there were 20 
patients. Of these 3 lived 5 years, which is 
a 5-year survival-rate of 15 per cent. This 
is the same survival-rate as reported for 
our 20-year figures in 1945. Of these 3 
cases, one was a Stage III cervical stump 
cancer 20 years after hysterectomy in a 
woman of 70, who lived g years. Another 
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was a Stage II in a woman of 54, II years 
after operation who is living 10 years. The 
last was a Stage II cancer in a 48-year-old 
woman IO years postoperative, who is 
living 8 years. 

Medical literature contains many discus- 
sions on the merits and hazards of total 
versus subtotal abdominal hysterectomy. 
The statement is made many times that the 
total procedure shortens the vagina, that 
removal of the cervix results in prolapse of 
the vault, and causes drying of the vaginal 
mucous membrane, but I have been unable 
to find any reported series of cases followed 
post-operatively in which these conditions 
were found to be present. 

Phillips (1945) stated that ‘‘ no morbidity 
standard is suitable for the operation.’’ 
However, a fairly large number of mortality 
and morbidity results for the 2 types of 
operation have been published, using post- 
operative pyrexia, operative and_post- 
operative complications, period of hos- 
pitalization, etc., as a means of determining 
morbidity. Table VI shows some of these 
reported mortality and morbidity figures. 
Phillips’ morbidity was calculated on post- 
operative complications, the others on 
postoperative temperatures. 


TABLE VI. 


Comparison of Reported Mortality and Morbidity 
in Total and Subtotal Hysterectomy. 


Number of Mortality Morbidity 


cases per cent per cent 

Read and Bell (1933) 

Total 605 Cen 27.1 

Subtotal 1739 3 20.6 
Jones and Doyle (1943) 

Total 380 1.05 36.57 

Subtotal 420 1.43 31.42 
Waters (1942) 

Total 97 fo) 20.4 

Subtotal 208 1.9 16.2 
Phillips (1945) 

Total 643 0.46 9.9 

II.0 


253 


Subtotal 
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It is generally agreed that the main value 
of total hysterectomy is that the cervix as 
a site of possible malignancy is removed, 
and that its chief disadvantage is the greater 
danger of technical complications. 

From 1940 to 1948 inclusive we did 1,106 
total hysterectomies and 1,077 subtotal 
hysterectomies with the mortality and mor- 
bidity results shown in Table VII. All 
complications which occurred in_ these 
operations are-included under ‘‘ Complica- 
tions,’ e.g., vaginal haemorrhage, infected 
incision, phlebitis, fistula. The temperature 
elevation was arbitrarily chosen as any 
single temperature rise over 1or’F. exclu- 
sive of the first 24 hours. 


Taste VII. 


Royal Victoria Hospital, 1940-1948 
Comparison of Mortality and Morbidity in Total 
and Subtotal Hysterectomy. 


Number of 


cases 
Total hysterectomy 1106 
Mortality 
Complications ... «. 168 
Per cent 15.1 
Temperature over 101°F. 356 
Per cent 32.1 
Subtotal hysterectomy 1077 
Mortality 
Per cent 0.55 
Complications . 145 
Temperature over 101°F. 
Per cent . 36.5 


The number of operative complica- 
tions, or those complications which are 
particularly associated with total hyster- 
ectomy, which occurred in these cases 
are listed in Table VIII. While no correc- 
tion is being made in any of the figures it 
is of significance that 3 of the fistulae de- 
veloped in malignant cases. 

In Table IX the various causes of death 
are outlined. 
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VIII. 
Operative Complications in Total and Subtotal 
Hysterectomy, 1940-1948. 


Total Subtotal 22 


Bladder opened I 
Resection ureter o 
Vesicovaginal fistulae | 
Ureterovaginal fistulae... ... 3 
Rectovaginal fistulae fe) 
Vaginal vault haemorrhage 6 
Postoperative shock oO 


TaBLe IX. 
Causes of Mortality in Total and Subtotal 
Hysterectomy, 1940-1948. 


Total Subtotal 


Pulmonary embolus 
Endometrial cancer with metastases 
Bronchopneumonia 

Ovarian carcinoma 

Haemorrhage from placenta increta 
Chorioepithelioma with metastases 
Paralytic Heus ..._... 
Intra-abdominal haemorrhage 
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The graphs are an attempt to correlate 
our incidence and results for cancer of the 
cervical stump with our results for total 
abdominal hysterectomy. In Graph I the 
number of each type of hysterectomy 
performed in each year since I9g40 is 
plotted, showing the greatly increased use 
of the total procedure and the correspond- 
ing decrease in the subtotal. 

In Graph II the number of deaths and 
the operative complications of Table VIII 
have been totalled and compared for the 2 
types of operation. 

Finally in Graph III the number of deaths 
plus the operative complications of Table 
VIII for the total hysterectomy have been 
plotted against the number of cancers of 
the cervical stump for each year. 


SUMMARY AND CONCLUSIONS. 


1. Forty cases of true cervical stump 
cancer with an estimated incidence of 5.12 
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per cent have been seen between 1926 and 
1948. 
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Mortality and operative complications in total 
and subtotal hysterectomies. 
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GRAPH III. 


Total hysterectomy, mortality and operative com- 
plications and number of cervical stump cancers. 


— — 
4 
2 I 
oO 
2 
= 
es 


TOTAL HYSTERECTOMY AND CARCINOMA 


2. In the past 3 years there have been 
more patients in the earlier stages than 
formerly. 

3. In g years (1940—1948) mortality and 
‘morbidity statistics for 1,106 total hyster- 
ectomies and 1,077 subtotal hysterectomies 
have shown slight difference. 


4. Fistulae occurred more times in the 
total than in the subtotal hysterectomies. 


5. However, our 5-year survival-rate 
for cancer of the cervical stump is 15 per 
cent, whereas the mortality-rate for total 
hysterectomy is under I per cent. 
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SPONTANEOUS SUBPERITONEAL HAEMORRHAGE COMPLICATING 
PREGNANCY* 


BY 


Henry Roberts, M.B., D.(Obst.)R.C.O.G., 
From the Department of Obstetrics and Gynaecology, University of 
Liverpool. 


Subperitoneal or retroperitoneal haemor- 
rhage occurring spontaneously is a rare but 
serious complication of pregnancy. 
According to Williams (1904) the first 
authentic case was described by Baude- 
locque in 1778. Since then isolated cases 
had been reported but, in recent years, 
papers by Low (1944), Kenny and Doniach 
(1945), O’Connor and Bradley (1946) and 
Ogden (1948) have focused attention on 
the condition. Study of these and other 
articles, however, makes it clear that the 
aetiology, type, and site of the haemor- 
rhage is not always the same and for this 
reason the literature is sometimes confus- 
ing. In this communication, the descrip- 
tion of a further case of spontaneous sub- 
peritoneal haemorrhage in pregnancy is 
followed by an analysis of all recorded 
cases and an attempt to group them on an 
aetiological basis. At the outset it should 
be noted that, despite its comparative 
rarity, one variety is described succinctly 
in all editions of two standard books, 
namely, Operative Obstetrics, by J. M. 
Munro Kerr, and A Combined Textbook 
of Obstetrics and Gynaecology, by J. M. 
Munro Kerr, R. W. Johnstone and others. 


Case History. 
Mrs. A. E., aged 42 years, was admitted as an 
emergency case to Mill Road Infirmary at 10 p.m. 


* Case described at a meeting of the North of 
England Obstetrical and Gynaecological Society. 
18th February, 1949. 


on the 20th May, 1948. She was in the 32nd week 
of her 1oth pregnancy. The first 6 pregnancies had 
terminated normally at full time, whilst the last 
3 had ended in abortion at about the 2oth week. 
On the morning of the day of admission she was 
seen at a district antenatal clinic, where the 
medical officer noted that she had ‘“ marked 
anaemia with oedema,’’ and on this account 
arranged for her to be admitted to hospital the 
following day. Her general health had been poor 
for some 2 years during which time she lacked 
energy and suffered from occasional headaches 
and visual disturbances. 

Two hours before admission, whilst sitting 
quietly in a cinema, she was suddenly seized with 
a severe pain in the right iliac fossa which caused 
faintness and nausea. There was no history of 
trauma even of a trivial nature, and intercourse 
had not taken place for many weeks previously. 
With great difficulty she returned to her nearby 
home. The pain, which was constant, severe and 
localized to the right iliac fossa, continued un- 
abated, enforcing her to seek immediate admission 
to hospital. 

On admission she was pale and in a state of 
shock; blood-pressure 140/90; pulse rate, 80; 
temperature 97°F. The ankles were very oedema- 
tous and a catheter specimen of urine contained a 
moderated amount of albumin and both hyalin and 
granula casts. The abdominal wall was quite lax 
and examination was easy. The uterus was €n- 
larged to the size of a 32 weeks’ pregnancy and was 
displaced to the left. There was no tenderness or 
increased irritability of the uterine muscle. The 
foetus was presenting by the head and the foetal 
heart sounds were present. To the right of 
the uterus, and displacing it, there was a firm, 
tender, smooth mass which seemed to arise from 
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the iliac fossa. Its upper border, at the level of the 
umbilicus was round and fairly well defined, but 
inferiorly the tumour faded into the pelvis. There 
was a definite depression between the mass and the 
uterus. The mass was dull to percussion, and there 
were signs of local peritonism. Intestinal sounds 
were increased but not continuous. Vaginal exam- 
ination did not reveal any evidence of uterine 
haemorrhage, nor was there any history of such. 
The cervix was displaced to the left but the lower 
pole of the mass could not be reached. 

The diagnosis presented difficulty and it was 
impossible to decide whether the condition was 
related to the state of pregnancy or whether it was 
coincidental. The diagnosis appeared to lie 
between ovarian cyst with torsion, volvulus of the 
caecum, and subperitoneal haematoma, conditions 
such as concealed accidental haemorrhage, appen- 
dicitis and haematoma of the rectus abdominis 
being practically excluded by the clinical find- 
ings. The diagnosis was still in doubt when 
laparotomy under gas, oxygen, and ether anaes- 
thesia was undertaken by Professor Jeffcoate. In 
view of the definite mass and the size of the uterus, 
a direct approach by a split muscle incision in the 
right iliac fossa was used, 

On opening the peritoneal cavity a large sub- 
peritoneal haematoma situated mainly in the broad 
ligament was revealed. This extended under the 
parietal peritoneum to just above the level of the 
iliac crest and downwards into the base of the 
broad ligament and towards Poupart’s ligament 
but not into the true pelvis. It stopped short of 
the uterine wall which was normal in appearance. 
The amount of clot was roughly estimated at 
10-12 ounces but it was not removed and weighed. 
Direct opening of the pelvic peritoneum over the 
haematoma was avoided and the anterior 
parietal peritoneum was closed. The haematoma 
was then approached extra-peritoneally by blunt 
dissection and a large bore drainage tube inserted. 
As active bleeding appeared to have ceased and 
the patient’s condition was poor, it was decided to 
do as little as possible. No attempt was made to 
evacuate the clot present, nor was the uterus 
emptied. 

At the end of the operation the patient’s blood- 
pressure was 90/70 and her pulse-rate 100. Two 
pints of blood, followed by 5 per cent dextrose 
solution, were given intravenously. The blood- 
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pressure was 150/100 on the 2nd day, reaching a 
maximum of 160/110 on the 5th day and gradually 
subsiding to 130/90 in the 4th week. -The urme 
contained 0.5 g. of albumin per litre for 2 days, 
and a trace remained until the 2oth day when it 
disappeared completely. Only 12 ounces of urine 
were secreted in the first 24 hours, after which the 
urinary output remained high. The oedema had 
disappeared completely at the end of one week. 

A stillborn foetus weighing 3 pounds 7 ounces, 
and showing signs of very early maceration was 
born early on the 2nd day. Labour lasted 2 hours, 
the third stage being quite normal with a loss of 
only 2 ounces. Foetal heart sounds had been heard 
up to the time of operation but not afterwards. 

The placenta was of interest because in addition 
to numerous small white infarcts it showed a single 
recent retroplacental clot, the size of a walnut, 
deeply embedded in its substance. It seems likely 
that this formed about the same time as the 
haemorrhage into the broad ligament and if this 
assumption is correct the finding tends to support 
the view that the haematoma was, in fact, an 
““accidental haemorrhage’’ which was _ subperi- 
toneal rather than retroplacental in site. 

After delivery the patient made slow but, on the 
whole, satisfactory progress. Repeated trans- 
fusions were given to combat the anaemia. 
Examination of the blood showed 52 per cent 
haemoglobin (Haldane) on the first day and 80 per 
cent on the 1oth day, and this level has since been 
maintained. 

On the 5th post-operative day the patient 
developed signs of early thrombosis of the deep 
veins of both legs. This cleared up quickly with 
a modified course of anti-coagulant drugs which 
was given only after much deliberation. During 
this treatment the mass did not show any definite 
increase in size, although the discharge from the 
drainage tube became more profuse. This tendency 
to thrombosis is of interest because it militates 
against there being a primary blood dyscrasia 
responsible for the haematoma, nor was there 
evidence of such on full examination of the blood. 
A palpable mass persisted for 4 weeks (Fig. 1) 
during which time blood-stained fluid drained from 
the tube. During the 2nd week coliform bacilli 
were cultured from swabs of the discharge but they 
proved sensitive to penicillin. The tube was 
gradually shortened and withdrawn. At the end 
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of 5 weeks the wound was soundly healed and there 
was only an indefinite thickening palpable beneath 
it. The patient was discharged from hospital on 
the 56th day. 

Three months after operation she was re- 
investigated. Blood analysis, including the 
clotting and bleeding times, did not reveal any 
abnormality. The urine was free from albumin 
though a urea clearance test (repeated by an inde- 
pendent laboratory) showed only 21 per cent of 
normal function. The blood urea was 19 mg. per 
100 ml. X-ray investigation of the gastro-intestinal 
and renal tracts did not show any significant 
abnormality. 


DISCUSSION. 


Search of the literature and study of all 
reported cases of subperitoneal haemor- 
rhage seems to make it reasonable and 
profitable to classify them into 5 main 


groups. 


1. Accidental Subperitoneal Haemorrhage 
occurring with Antepartum Haemor- 
rhage and associated with signs of preg- 
nancy toxaemia. 

Since Couvelaire (1912) described the 
typical pathological changes in the uterus 
in concealed accidental haemorrhage it 
has been recognized that small haemor- 
rhages on the surface of the uterus, and 
into the broad ligaments, are of fairly 
common occurrence though they rarely 
assume large dimensions. In 1916, how- 
ever, at a meeting of the Obstetrical and 
Gynaecological section of the Royal Society 
of Medicine, Fletcher Shaw described 6 
cases of extremely severe accidental 
haemorrhage in which Caesarean section, 
Caesarean hysterectomy or hysterectomy 
was carried out. Large haematomata were 
found in one or both broad ligaments in 5 
of these cases, and in some the haematoma 
extended retroperitoneally as high as the 
second lumbar vertebra. In all cases there 
was a co-existing toxaemia and_ the 
presence of extra-uterine haematomata was 
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unsuspected before operation. In _ the 
discussion which followed Hastings Tweedy 
stated that concealed accidental haemor- 
rhage ‘‘ not uncommonly arises from rup- 
ture of vessels in the broad ligament and 
vessels on the peritoneal surface of the 
uterus, and when these regions are the 
source of bleeding there is always a toxic 
origin forthcoming.’’ This view is sup- 
ported by Munro Kerr (1948). Sheehan 
(1949) carried out postmortem examination 
in 60 cases of concealed accidental haemor- 
rhage and found evidence of gross haema- 
toma formation in 14; this does not include 
those with the usual multiple small extra- 
vasations. In 3 of the 14 cases haemor- 
rhage had been so severe that the haema- 
toma extended to the brim of the false 
pelvis or higher. 

The haemorrhage in this variety usually 
starts in the broad ligament but may 
rapidly extravasate under the peritoneum 
of the posterior abdominal wall, as high as 
the kidney or even the diaphragm. In those 
cases which recover the albuminuria disap- 
pears quickly, usually in a few days, and 
this again raises the question as to whether, 
as suggested by Young (1g14a and b, 1937, 
1942), the albuminuria is the result of the 
haematoma formation rather than a sign of 
underlying toxaemia. 

Apart from subperitoneal haemorrhage 
occurring in association with retroplacental 
haemorrhage, there is also the possibility 
of the former arising by itself. In 1945 
Kenny and Doniach described a case in 
which a massive haemorrhage occurred 
into the retroperitoneal space in a patient 
who suffered from severe toxaemia. The 
bleeding followed shortly after coitus, which 
was considered to be the precipitating 
factor. 


The case described here probably 


belongs to the group of spontaneous 
subperitoneal haemorrhage associated with 
toxaemia. The patient had symptoms and 
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signs of pregnancy toxaemia and in addi- 
tion to a large haematoma in the broad 
ligament there was a small retroplacental 
clot of recent origin. It may therefore be 
a unique type of accidental haemorrhage 
in which retroplacental extravasation was 
small, whilst that in the broad ligament 
large, the reverse of the usual findings. 
Moreover, there was no direct communica- 
tion between the two and they may be re- 
garded as separate manifestations of the 
same underlying condition. 


2. Following Spontaneous Delivery. 

This is a relatively common variety of 
“spontaneous ’’ subperitoneal haemor- 
rhage and Baudelocque’s case, previously 
mentioned as being the first recorded, 
belongs to this group. A haematoma is 
said to arise in the broad ligament with- 
out any obvious injury of the uterine wall 
or cervix. It was fully described by 
Whitridge Williams (1904), who at the time 
collected 33 cases from the literature, and 
who also gave an account of Perret’s 
experiments to prove that the bleeding is 
capillary in nature. Since Williams’ paper 
many single cases have been recorded and 
broad ligament haematoma arising in 
association with normal labour is probably 
so common as to come within the experi- 
ence of most obstetricians. Nevertheless 
there is good reason to doubt that 
spontaneous capillary bleeding is the 
explanation in most, if any, of these cases, 
and careful postmortem examination would 
probably reveal a small tear in the uterine 
wall. 


3. Subpenitoneal Haemorrhage associated 

with Incomplete Rupture of the uterus. 

Haemorrhage into the broad ligament 
consequent upon rupture of the uterus in 
its lower part, occurring usually during 
labour, is the commonest type of all. It 
could be argued that it is not.justifiable to 


classify it with “‘spontaneous’’ haemor- 
rhage and it is only mentioned here for 
completeness. 


4. Retroperitoneal haemorrhage due to 
rupture of an aneurysm. 

Rupture of an aneurysm of one of the 
retroperitoneal arteries is another possible 
cause of serious haemorrhage. Lennie and 
Sheehan (1942) collected 18 cases of rup- 
ture of a splenic aneurysm in pregnancy, 
adding 2 of their own. The characteristic 
finding was a _ massive haemorrhage 
beneath the peritoneum on the posterior 
abdominal wall in the region of the pan- 
creas, spleen and kidneys. In some cases 
the haematoma finally burst through into 
the lesser sac and thence, through the 
foramen of Winslow, flooded the general 
peritoneal cavity. These authors concluded 
that the occurrence is not incidental, but 
that there is a definite relationship between 
this condition and pregnancy. Moreover 
Sheehan and Falkiner (1948) have recently 
suggested that a change in the size of the 
spleen and in its blood supply is extremely 
common in all pregnancies. 

Since Lennie and Sheehan’s paper 5 
more cases have been reported, 2 by 
Cosgrove, et al. (1947), and one each by 
Danforth (1945), Ogden (1948), and 
Sheehan and Falkiner (1948). Of these 
25 cases only 2, those of MacLeod and 
Maurice (1940) and Gillam (1942) did not 
end fatally. Sperling (1940) suggested that 
the important diagnostic points are (i) left 
upper quadrant pain, (ii) a systolic bruit 
over a palpable tumour mass, and (iii) a 
pulsating filling defect in the greater cur- 
vature of the stomach as shown by X-ray. 

Rupture of aneurysm of other vessels 
during pregnancy is also recorded. The 
renal artery was involved in 6 cases: 2 of 
those were quoted and 2 were reported by 
Lennie and Sheehan (1942). Potocki (1918) 
and Wilson each reported one case. There 
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are 3 recorded cases of rupture of an 
aneurysm of the external iliac artery in 
pregnancy: (MacLaren, 1913; Fothergill 
and Dougal, 1914; Brown and Soule, 
1934), and one in which the ovarian artery 
was affected, Low (1944). 

It is to be noted that there are no records 
of the uterine artery being involved and this 
is rather surprising because it is a vessel 
which is subjected to prolonged dilatation 
and sometimes possibly trauma during 
pregnancy and parturition. As long ago as 
1912 Lawson commented is surprising 
to find that aneurysms of the ovarian and 
uterine arteries are among the extremely 
rare abnormalities met with in medical 
literature.’’ At that time he found reports 
of only 1 case of aneurysm of the ovarian 
artery and this was not associated with 
pregnancy. 

Of the 6 cases of aneurysm of the uterine 
artery to which he also refers, 2 were found 
in non-pregnant women, and the remain- 
ing 4 were thought to be cause of death from 
internal and external haemorrhage occur- 
ring during the puerperium. It seems 
likely that these latter cases could be 
accounted for by deep laceration of the 
cervix with subsequent infection and 
secondary haemorrhage from the uterine 
artery, the evidence for the presence of 
aneurysm being unconvincing. The rup- 
ture of aneurysms in pregnancy seems to 
depend on some factor other than simple 
stress and strain, otherwise the greatest 
incidence would be during or shortly after 
labour. This is not so, for in 24 cases 
collected by Lennie and Sheehan (1942) 
rupture occurred between the 28th week of 
pregnancy and term in all except one and, 
in that, before the 28th week. Schnikter 
and Bayer (1944) noted similar findings for 
dissecting aneurysms of the aorta in preg- 
nancy, the accident taking place before the 
onset of labour in 20 out of 24 cases 
collected from the literature. They sug- 
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gested that the medial degeneration which 
leads to dissecting aneurysm of the aorta 
may be the result of the alteration in the 
blood lipoids which takes place in preg- 
nancy. A similar change in the other 
vessels might play some part in their 
rupture, and also might partly explain the 
increased incidence of aneurysm in preg- 
nancy and above all in late pregnancy. 


5. Miscellaneous. 

This last group is a nonedescript collec- 
tion of rarities such as intraligamentary 
rupture of an ectopic pregnancy without 
haemoperitoneum (Wilens, 1936), rup- 
ture of varicosities of the broad ligament 
(Bruce, 1937), rupture of haemorrhoidal 
veins (O’Connor and Bradley, 1946), and 
extravasation into the broad ligament from 
rupture of the rectus abdominis muscle 
(Cullen and Brodel, 1937; Torpin, 1943; 
Adam, 1947). 


Clinical Features and diagnosis of Sub- 

pentoneal Haemorrhage in Pregnancy. 

The difficulty in diagnosing subperitoneal 
haemorrhage in pregnancy is borne out by 
the fact that in the majority of recorded 
cases the true nature of the condition was 
only discovered at operation or postmortem 
examination. When the haemorrhage is 
‘spontaneous,’ the patient is nearly 
always in the last trimester of pregnancy so 
that local signs are inevitably obscured. 
Nevertheless, the clinical picture rarely 
fails to justify putting a case in the cate- 
gory of an ‘‘acute abdomen.’’ The most 
constant features appear to be: (a) severe 
pain, sudden in onset and usually of a 
tearing nature; (b) collapse with signs of 
internal haemorrhage (c) a palpable tender 
mass in favourable cases. In addition 


there may be (d) signs pertaining to the 
underlying cause or predisposing factor, 
such as aneurysm or toxaemia respectively. 

Among the conditions which closely 
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Photograph of the abdominal wall taken on the second day after delivery, 
3 days after laparotomy. The uterus and the haematoma are outlined 
by gentian violet. 
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SPONTANEOUS SUPBPERITONEAL HAEMORRHAGE 


resemble —subperitoneal haemorrhage 
Munro Kerr (1944) lists (a) concealed 
accidental haemorrhage, (b) spontaneous 
rupture of the uterus and (c) extra-uterine 
pregnancy in the broad ligament. To these 
may be added (d) volvulus or torsion of a 
viscus and (e) intraperitoneal haemorrhage 
or haemoperitoneum. 

Being by far the commonest of these con- 
ditions, concealed accidental haemorrhage 
always has to receive consideration, but, 
as emphasized by Munro Kerr (1944), the 
distinguishing feature is the characteristic 
tense and tender uterus which goes with it. 
In the case described here there was no 
difficulty in excluding this condition on 
these grounds and on the presence of foetal 
heart sounds. Nevertheless when large sub- 
peritoneal haematomata arise in association 
with severe retroplacental haemorrhage 
their diagnosis must be almost impossible 
in many cases. Subperitoneal haemorrhage 
should be considered in every case of acute 
abdominal pain in late pregnancy or early 
puerperium, where there are signs of 
internal haemorrhage which cannot 
adequately be accounted for. 

The severity of the condition depends not 
only on the amount of bleeding but also 
on its size, especially in so far as it affects 
the tension to which the peritoneum is 
subjected. Should the peritoneum give 
way, as happens only too often, the bleed- 
ing becomes completely uncontrolled and 
floods the peritoneal cavity, usually with 
a fatal result. 


Treatment. 

The literature reveals a diversity of 
opinion as to the treatment of subperitoneal 
haematoma and this is only to be expected 
considering the variations in cause and site. 
A ruptured aneurysm, for example, can 
only be controlled adequately by ligation 
of the offending artery and although this 
may be extraordinarily difficult, it offers 


the patient the only chance of recovery. 
When the haemorrhage is venous or capil- 
lary in origin a bleeding point cannot be 
found, and for this reason Eiss (1936), 
O’Connor and Bradley (1946) and others 
advocate a policy of non-intervention, 
laying special emphasis on preserving the 
integrity of the peritoneum. Williams 
(1904) and Munro Kerr (1944), however, 
favour exploration if there is any doubt, 
with evacuation of the clot and packing 
where necessary. In the case of haema- 
tomata of the “accidental antepartum 
haemorrhage ’”’ type there is much to be 
said for exploration and drainage. In the 
typical concealed retroplacental haemor- 
rhage it is generally recognized that it is 
difficult to overcome the shock completely 
until the placenta and blood clot are 
delivered. The presence of the haematoma 
in this as well as in other conditions appears 
to have a profound effect on the patient’s 
well being. Drainage may not only limit 
the absorption of toxic substances into the 
general circulation and _ reduce tissue 
tension, but it may also prevent extension 
of the haematoma. 

In the case reported here, treatment was 
dictated to some extent by the doubt in 
diagnosis prior to operation and by the poor 
condition of the patient. It is difficult to 
say whether drainage of the haematoma 
was beneficial or otherwise but our impres- 
sion is that it helped. Nevertheless the 
favourabie outcome was in large measure 
due to repeated blood transfusion and to 
chemotherapy. 


SUMMARY. 

A case of subperitoneal haematoma 
complicating late pregnancy is described. 
The literature is reviewed and an attempt 
made to classify this type of case on an 
aetiological basis. 

The clinical features, diagnosis and treat- 
ment, are discussed. 
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I am indebted to Professor T. N. A. 
Jeffcoate and Professor H. L. Sheehan for 
their help and guidance in presenting this 
case. 
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CERVICAL DYSTOCIA 


BY 


HucGu R. ArtHurR, M.B., F.R.C.S., M.R.C.O.G., 


First Assistant in the Department of Obstetrics and Gynaecology, 
University of Durham. 


Cases of prolonged labour present a 
problem for which no adequate solution is 
yet forthcoming, and, while in the great 
majority of them uterine inertia is the main 
complication, in a significant number cer- 
vical abnormality is the chief barrier to full 
dilatation. The frequency of this condition 
is difficult to assess since the literature 
concerned with it is small and confined 
mostly to case reports and annotations on 
aetiology or treatment. Sackett (1941) 
gives it as 86 in 8,213 deliveries over a 
period of 5 years (1.04 per cent). In the 
present series 26 cases were found in 1784 
confinements over a period of 11 months 
(1.5 per cent). This figure reflects the fact 
that over 30 per cent of the admissions to 
this Maternity Hospital are obstetric 
emergencies, and is indicative of the wider 
definition of cervical dystocia used in this 
paper. A further difficulty in assessing the 
frequency with which this form of dystocia 
occurs lies in the difficulty of deciding, in 
some cases, whether the delay is due 
primarily to the abnormality in structure or 
function of the cervix or to the inefficiency 
of the uterine powers. For this reason the 
term cervical dystocia has not found 
universal favour. Delmas and_ de 
Kerleau (1938) objected to it because they 
regarded the cervix and lower uterine 
segment as a functional whole. Greenhill 
(1942) also objected to it on the grounds 
that it can be applied to a case and used as 
an excuse for attempts at delivery before 
full dilatation. This criticism, however, 


applies with equal force to many other titles 
in abnormal obstetrics and is_ scarcely 
justification for abandoning the term. Cer- 
vical dystocia describes precisely the cases 
under consideration and is used in this 
paper as the general title for the type of 
dystocia in which an abnormal cervix is the 
main factor. 


DEFINITION. 


Sackett (1941) has defined cervical 
dystocia as a failure of dilatation and efface- 
ment of the cervix after a reasonable time 
in the face of good uterine pains, the com- 
mon causes of dystocia being absent. This 
definition is unsatisfactory because it fails 
to take into account the fact that cervical 
abnormality may complicate uterine inertia 
or other forms of dystocia. It is also un- 
satisfactory because it puts upon the 
attending obstetrician the onus of deciding 
how long a labour may proceed before it 
is classed as cervical dystocia instead of 
demanding of him a diagnosis of the type 
of cervix with which he is dealing, and the 
institution of the appropriate treatment as 
early as possible. It is, of course, not 
always possible to differentiate the abnor- 
mal cervix from the normal at the begin- 
ning of labour. Nevertheless in most cases 
there are signs early in the first stage which 
should indicate the type of cervix and the 
potential dystocia before the condition is 
fully developed. 

Cervical dystocia is usually described 


under the heading of rigid cervix and is 
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then subdivided into anatomical and 
functional types, the former being listed 
under the appropriate aetiology and the 
latter grouped as functional or constitutional 
non-dilatation, or spasmodic rigidity of the 
cervix. It would seem more satisfactory 
to describe as secondary cervical dystocia 
all those cases in which there is either a gross 
congenital defect, e.g., atresia, or a definite 
antecedent mechanical, chemical, surgical 
or accidental trauma to the cervix. This 
leaves the remaining cases which are under 
consideration in this paper as primary 
cervical dystocia, and allows sub-division 
of this so-called functional group accord- 
ing to the basic pathology indicated by the 
clinical findings. Primary cervical dys- 
tocia is, therefore, a condition in which the 
first stage of labour is complicated and 
protracted by an abnormal cervix, in the 
presence or absence of other causes of 
dystocia. Thus it becomes of importance 
to define the clinical characteristics of the 
abnormal cervix and from these to deduce 
as accurately as possible the basic patho- 
logy in order that treatment may be rational 
and effective. 


CASE RECORDS. 


From a consideration of the cases in the 
small series recorded in this paper certain 
general actiological features are worthy of 
note. 

The average age of all the cases is 28.4 
years and this agrees with Sackett’s figure 
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of 28.3 years. Table I gives the age distri- 
bution and parity and shows that elderly 
primiparity is not a major factor in the 
aetiology. Postmaturity, as judged by 
dates, was present in only 6 of the cases and 
prematurity in 1 (Table I). The foetal 
presentations showed no significant varia- 
tions from the normal ratio, there being 15 
occipito anterior to 7 occipito-posterior, the 
occiput being recorded as transverse in 4 
cases. There was early rupture of the 
membranes in 21 cases but in only 2 was 
this due to artificial rupture (1 for toxaemia 
and 1 for postmaturity). This is signifi- 
cant, not because of the subsequent non- 
dilatation of the cervix but because of its 
association with the high rate of intra- 
uterine infection during the long labour. 

In analyzing the condition of the cervices 
on clinical examination 4 main character- 
istics were noted. They were (a) hardness, 
(b) tenseness, (c) application to the foetal 
skull and (d) oedema. In addition, abnor- 
mal thickness of the cervix was consistently 
noticed in association with both a and c. 
From this analysis it became clear that cases 
of so-called constitutional or spasmcdic cer- 
vical rigidity were divisible into 3 clinical 
groups: (1) the hard cervix, (2) the tense 
cervix, and (3) the hanging cervix, and that 
oedema might complicate a case in any one 
of the three groups. 

The first group is illustrated in this series 
by the 9 cases recorded in Table II. The 
characteristic finding in these patients was 
an abnormally hard, thick cervix, so hard 


TABLE I. 
Parity Maturity 
No. of eae 
Age cases Primipara Multipara Premature Mature Postmature 
Under 20 years I I 0 0 
20 to 30 years 15 15 I II 3 
30 to 40 years 9 9 0) 7 2 
Over 40 years I to) o 0 I 
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and thick that the external os was fre- 
quently likened to a ring of cartilage. 


Four of the cases were associated with 
uterine inertia and in 2 of the remainder the 
length of the first stage before the cessation 
of dilatation was recorded as 48 hours, 
though in these the figures are in doubt as 
there was no reliable information as to the 
real time of onset of labour. In 6 cases 
oedema of the cervix complicated the 
picture but made little difference to the final 
result. It is clear from a consideration of 
the table that, although full dilatation may 
be achieved if the uterine powers are strong, 
the risk of foetal death during the period of 
non-dilatation is high either from intra- 
uterine sepsis or from interference with the 
utero-placental circulation. This occurred 
in all 4 cases who were eventually delivered 
by vaginal methods. It seems reasonable, 
therefore, to suggest that when this type of 
cervix is diagnosed, little time should be lost 
in expectant treatment and the decision 
should be taken to deliver the case 
abdominally before sepsis has time to 
appear. This is equally true in the case 
already showing signs of intra-uterine 
infection, since the lower segment technique 
and the use of intravenous therapy and 
chemotherapy justify a much wider use of 
Caesarean section in the interests of the 
foetus. 


Table III records 10 examples of the 
second group of cervical dystocia in which 
tenseness of the cervix is the outstanding 
feature. These showed no undue thickness 
and there was no lack of effacement, but 
the edge of the external os was so taut as to 
resemble a knife edge, and the impression 
was that the whole cervix was in the same 
state of tension. This type of cervix was 
consistently closely applied to the foetal 
skull and was found capable finally of suf- 
ficient dilatation to permit safe vaginal 
delivery, provided that oedema did not 
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supervene during the stage of non-dilata- 
tion. If and when this occurred the chances 
of further dilatation were much reduced. In 
case 2 there was no foetal heart on ad- 
mission and in case 10 the foetal heart 
failed during the period of non dilatation— 
in both cases there was inira-uterine sepsis. 
Two further points are worth noting com- 
paring Table II with Table 111: with the 
thick cervix there is a higher rate of poor 
quality uterine powers and of intra-uterine 
sepsis than with the tense cervix. On the 
other hand maternal distress shows itself 
more frequently in assocation with the 
stronger pains in the second group. 
Reference will be made again to these 
clinical findings in the discussion of aetio- 
logy of the condition. 

The third group is the most difficult in 
which to detect cervical dystocia early. It 
is the group in which the cervix is loosely 
applied to the foetal skull from the begin- 
ning, and to diagnose between mere loose- 
ness of the cervix, which is not uncommon 
in normal labour, and the lack of applica- 
tion to the foetal skull, which is abnormal, 
requires experience. It is often only the 
onset of cervical oedema which brings the 
realization that the cervix in question is one 
which is showing true cervical dystocia. 
Arrest of dilatation in this group usually 
takes place later in the first stage than in 
either of the other two, and uterine inertia 
appears to be less commonly associated 
with it. Thus, as in the second group, 
maternal distress due to strong, ineffective 
pains is common but sufficient dilatation is 
usually achieved to allow safe vaginal 
delivery though the risk of cervical lacera- 
tion is high. The maternal death recorded 
in case 3 was due to an intrapartum 
rupture of the uterus following a Cl. welchu 
infection. The rupture was silent, being 


confined to the upper segment, and was 
only found at autopsy as the explanation 
of an unexpected death. 
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CERVICAL DYSTOCIA 


DIAGNOsIS. 

The diagnosis of cervical dystocia thus 
depends upon the recognition of a par- 
ticular type of cervix, and not primarily 
upon the time factor. Two possible sources 
of error in this diagnosis are worth noting. 
The first is the occurrence of effacement of 
the cervix with one or two fingers of dila- 
tation before the clinical onset of labour, 
i.e., the establishment of regular effective 
uterine pains with steadily increasing dila- 
tation of the os, this condition is not un- 
common and is often accompanied by 
irregular colicky lower abdominal pains. 
Such cases are not truly in labour but they 
are often sent into hospital as cases of pro- 
longed labour or non-dilatation of the 
cervix. When this occurs they are usually in- 
fected from repeated vaginal examinations 
outside, and are in such a state of fear that 
a normal termination to the labour is pre- 
cluded. If these cases are carefully 
managed from the start the labour is usually 
normal with no evidence of cervical dys- 
tocia. The second type of case which may 
be misleading is that in which the patient 
has been allowed or even encouraged to 
bear down upon the undilated cervix; this 
mismanagement results in an oedematous 
cervix which closely simulates true cervical 
dystocia. Strong sedatives which ensure a 
period of sleep result in the disappearance 
of the oedema and labour proceeds nor- 
mally as the effect of the sedation wears off. 


AETIOLOGY AND PATHOLOGY. 

The management of cervical dystocia of 
any type is bound up with the aetiology of 
the condition and it is therefore worth 
while, before considering treatment, to 
examine the various theories which have 
been put forward and to correlate them with 
the clinical findings. In the literature it is 
clear that there is a division of opinion 
regarding the mechanism of primary cer- 
vical dystocia. On the one hand Mathieu 
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and Schauffler (1928) and others suggest 
that an abnormal amount of fibrous tissue 
exists in those cervices which show non- 
dilatation (and by this school secondary 
cervical dystocia with scarring is linked up 
with primary). On the other hand Kreis 
(1934) and other continental writers argue 
that non-dilatation is a disorder of function, 
that in some way the cervix and lower 
uterine segment become antagonistic to the 
upper active uterine segment so that dis- 
harmony exists between these two parts 
which should be a_ functional whole. 
Clearly in order to make any assessment 
of these two suggestions the structure of the 
cervix must be related to its normal 
functioning and to the clinical findings in 
abnormal cases. 

A great deal has been written about the 
cervical epithelium but relatively little 
attention has been paid to the structure of 
the mass of the cervix, and it has been the 
generally accepted view that it is a fibro- 
muscular organ in which the muscular 
tissue is the functionally predominant part 
during labour. Indeed continuation of 
the layers of muscle from the uterine 
corpus into the cervix have been des- 
cribed. Delmas and de Kerleau (1938) 
detail the direction and function of the 
longitudinal fibres which pass into the 
cervix and stress their active function in 
dilating the external os. Kreis (1934), 
Vignes (1938) and Consoli (1939) imply 
the same concept of muscular activity in 
the cervix during labour and relegate its 
fibrous tissue to a position of relative unim- 
portance. This view was also emphasized 
by Bourne and Bell (1933) who on the basis 
of sections of the cervix from 8 cases of 
cervical dystocia, regarded ‘‘the vast 
majority ’’ of cases of non-dilatation as 
being due to cervical spasm. It is still 


possible, of course, that in some cervices 
the muscle content may be unusually high 
and Bourne and Bell in 1933 recorded that 
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some of their sections did show more 
muscle tissue than was expected. In spite 
of this generally accepted view there have 
been, ever since Hofmeier (1886), investi- 
gators who have continued to call attention 
to the fibrous nature of the cervix, notably 
Mathieu and Schauffler (1928) who failed 
to find any evidence of a muscular 
mechanism in the cervix which could pos- 
sibly cause a spasmodic non-dilatation. 

Recently there have appeared in 
standard textbooks acknowledgment of the 
fibrous nature of the cervix and both 
Danforth (1947) and Schwarz and Woolf 
(1948) have recorded histological evidence 
that the muscular content of the cervix in 
pregnancy is extremely poor and that there 
is an even higher percentage of fibrous 
tissue in it than in the non-pregnant state. 
It seems therefore that in the majority of 
cases the grounds for considering cervical 
spasm alone as the mechanism of non- 
dilatation are at least uncertain and prob- 
ably non existent. 

This accords with the clinical findings 
in the cases where the dystocia is due to a 
thickened cervix or to a loose hanging 
cervix; it does not, however, exp!ain 
satisfactorily the tense type of cervix. 
This type does lend colour to the theory of 
cervical spasm, for the whole cervix 
appears to be in a state of tension. Con- 
tinental writers, notably Kreis, have ex- 
plained this by assuming that the isthmus 
and cervix form a functional unit which 
they term the uterine sphincter and which 
may either be contracting in antagonism to 
the upper uterine segment or, as Sauter 
(1946) suggests, be partaking in a gen- 
eralized uterine spasm. The work of 
Danforth (1947) seems to make it clear that 
by the end of pregnancy the isthmus is 
expanded to contain the lower pole of the 
ovum and is indistinguishable from the 
the muscle of the corpus uteri. It then 
becomes difficult to suppose a marked 
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functional antagonism between two parts 
of the uterus which have become anato- 
mically unified, the more since it is 
generally believed that the musculature of 
the lower uterine segment is _ relatively 
inactive during the stage of dilatation. If 
such an antagonism can occur it might be 
expected to produce the clinical picture 
seen in the hanging type of cervix, for in 
this case the primary dystocia lies at the 
higher level than the cervix proper and 
may well be in the region of the “‘ obstetric 
sphincter ’’ or the ‘‘ histological internal 
os’’ of Aschoff. Much more reasonable is 
Sauter’s suggestion of generalized 
spasm of the uterine muscle, particularly 
in view of the recent evidence of hypertonus 
in uterine muscle in some cases of uterine 
inertia, 

It therefore seems reasonable to accept 
a twofold basis for the pathology and 
aetiology of primary cervical dystocia. In 
the first clinical group it is justifiable to 
assume that overgrowth of the fibrous 
tissue of the cervix is the cause of the non- 
dilatation of the cervix. In the second 
group some form of functional disorder of 
uterine action exists, probably of the nature 
of a generalized hypertonus in which the 
pains are strong but ineffective. 

This view does not completely ex- 
plain the thin rigidity of the margin of 
the external os in this group and even 
in these tense cervices an excess of 
fibrous tissue, or of elastic tissue, may 
be present, though of the latter there 
is as vet no histological proof. There is 
clinical evidence for this suggestion in the 
difference in the uterine pains in the two 
types of case and in the presence or absence 
of maternal exhaustion occasioned by the 
strong but ineffective contractions of the 
hypertonic type: reference was made to 
this point earlier during the analysis of the 
recorded cases. This combined aetiology 
is likely also to be the basis of the third 
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group of hanging cervices although tlicre is 
less evidence of fibrosis of the cervix than 
in either of the other two groups. The lack 
of application to the foetal skull is difficult 
to explain, though Saez (1946) suggests it 
may be related to a badly formed bag of 
waters and non-engagement of the present- 
ing part. The cervical oedema which 
complicated all types of abnormal cervix 
is certainly due to interference with the 
blood supply and venous return of the 
cervix. 

Pressure at the junction of the foetal 
skull, pelvic brim and cervix can cause 
oedema and is frequently seen in cases of 
disproportion without primary cervical 
dystocia, and this is probably the 
mechanism in the oedema produced in the 
false cervical dystocia which follows mis- 
management of the first stage of labour. 
Strong uterine contractions could produce 
the same obstruction to the local circula- 
tion, particularly in cases where the cervix 
is markedly fibrous, and since the circula- 
tion in the blood-vessels of the uterine wall 
is largely controlled by the action of the 
uterine muscle fibres, hypertonus or 
generalized spasm would produce the same 
effect as the more mechanical pressure. 


MANAGEMENT. 

The management of a case of primary 
cervical dystocia must depend upon the 
type of cervix and upon a consideration of 
the probable mechanism of the non dilata- 
tion. Accepting this premise, it is clear 
that where undue thickness or hardness is 
present expectant treatment carries with it 
such a high risk to both mother and child, 
either from sepsis or exhaustion, as to be 
unjustifiable in most cases. Therefore, the 
establishment of the diagnosis should lead 
to early operative interference, and the 
choice lies between cervical incision with 
forceps extraction and lower segment 
Caesarean section. When the condition is 
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recognized early in labour, the abdominal 
method is preferable since the amount of 
dilatation is small. This statement is 
challenged by recorded series of cervical 
incisions such as those of Randall (1933) 
and Huber (1939) in which a number of 
cases had as little as 3 or 4 cm. of dilata- 
tion at the time of delivery. Nevertheless, 
most workers would prefer Caesarean 
section to Diihrssen’s incisions because of 
the risk of haemorrhage and extension of 
the incisions in these early cases with 
fibrosis. The results of lower segment 
Caesarean section combined with chemo- 
therapy in infected or potentially infected 
cases are so good that the technical diffi- 
cu'ties and risks to both mother and child 
of a difficult forceps delivery are scarcely 
worth taking. 

The problem is less easy in cases where 
the dystocia is probably due to a combina- 
tion of fibrosis, oedema and muscular 
spasm. Diagnosis of both the tense and the 
hanging cervix justifies expectant treatment 
in anticipation that further dilatation will 
occur. This necessitates the rational use 
of sedatives, the maintenance of the 
physical condition and morale of the 
patient, the removal of possible causes of 
reflex uterine irritation and the avoidance 
of frequent vaginal examinations. In 
addition, hot antiseptic vaginal douches 
with gentle manual stretching of the cervix 
may be used with effect and Greenhill 
(1942) has recommended the use of a boro- 
glycerine vaginal pack, particularly in 
cases where cervical oedema is present. In 
combination with this general treatment 
those workers who believe that the abnor- 
mal functioning of the muscle tissue either 
of the uterus or of the cervix is the main 
cause of cervical dystocia, have used anti- 
spasmodic drugs and have attempted in 
various ways to overcome the alleged 
spasm by the use of local or regional anaes- 
thesia. The application of local anaes- 
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thetic to the cervix either as a 6 per cent 
solution painted on or a 3 per cent solution 
for injection have been generally recom- 
mended for many years (Munro Kerr et al., 
1933), but with no outstanding success. 

American writers have advocated 
various forms of regional anaesthesia, all 
of which carry with them technical diffi- 
culties and risks which make their use 
unsatisfactory in the often obese patients 
who present with this type of dystocia. 
Bunim (1943) records the successful use of 
pudendal nerve block in cases of cervical 
dystocia, and in those cases, e.g., cardiac 
disease, in which rapid dilatation is desir- 
able; this method has the advantage that 
it is universally applicable, not technically 
difficult and carries little risk to the mother. 
He admits there is no anatomical explana- 
tion but suggests that a physiological reflex 
relaxation of the uterine muscle in the lower 
segment is within the bounds of possibility. 

The use of anti-spasmodic drugs has 
been chiefly the concern of Continental 
workers. Kreis (1934) advocated the use 
of spasmalgin in labour (a proprietary 
antispasmodic made by Hoffman La 
Roche). He administered it in 1 ampoule 
doses every 25 minutes up to 5 hours ac- 
cording to the result obtained; Munro Kerr 
(1937) quoted this work but it has not 
found general acceptance. More recently 
Sauter (1948) has reported good results in 
cases of tense cervix using Yohimbine, a 
pelvic vaso-dilator, but so far there has not 
been time for this work to be confirmed. 
In general the use of anti-spasmodic drugs 
has not been satisfactory, and in many 
cases the time comes when a decision must 
be made to deliver by some operative 
method in the face of incomplete dilatation. 

In the case of the hanging cervix it is 
usually possible to deliver by forceps, care 
being taken to push the loose cervix back 
over the advancing head, though Saez 
(1946) has suggested internal version and 
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breech extraction. This would appear to 
be adding to the difficulties, for the risks of 
internal version in a uterus which has been 
acting strongly against an undilated cervix 
for many hours must be very great. Where 
forceps delivery is impossible through lack 
of dilatation, Caesarean section is the 
method of choice, for the site of the real 
non-dilatation in those cases is at a higher 
level than the external os and is, therefore, 
beyond the range of safe cervical incision. 
Vignes (1938) and O’Sullivan (1939) both 
describe and recommend cervical incision 
alone in cases of so-called spastic cervix, 
allowing normal or at the most, low forceps 
delivery some hours later. Since most of 
those who practise cervical incision stipu- 
late that the head should be deeply engaged 
and the cervix stretched tightly over it, it 
would seem more reasonable to extract the 
child at once when the incisions have been 
made. In the last resort, therefore, in 
these cases as well, Diihrssen’s incisions 
with forceps extraction is the alternative 
method of delivery to lower segment 
Caesarean section. Since it is usually 
stated that cervical incision is best made in 
the absence of cervical oedema and since 
this complication is frequent in cervical 
dystocia, the reasonable conclusion is that 
there is a place for cervical incision in the 
tense cervix with the head low in the pelvic 
cavity, cervical dilatation of at least } 
(Greenhill, 1942) being present and there 
being no sign of cervical oedema. Apart 
from this limited group of cases lower 
segment Caesarean section is the procedure 
most likely to save the child from death and 
the mother from exhaustion and severe 
infection. Indeed, even in the _pre- 
chemotherapy era, Randall (1933) when 
reporting his series of cervical incisions, 
says that ‘‘hysterostomatomy . . . should 
not compete in the mind of the obstetrician 
with Caesarean section.’’ With what 


greater emphasis can this quotation be 
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made in 1949 with the resources of chemo- 
therapy to add to the safety of the ab- 
dominal procedure. 


SUMMARY. 


1. Twenty-six cases of non-dilatation of 
the cervix due to abnormality of cervical 
structure or function are recorded. 

2. A definition of primary cervical dys- 
tocia is given and the general acceptance of 
the term as a clinical entity is urged. 

3. The clinical characteristics of the 
cervix in this condition are noted and three 
clinical types differentiated. The 26 cases 
are subdivided into the appropriate groups 
and the progress of the labours is recorded 
in 3 tables. 

4. The diagnosis of cervical dystocia is 
discussed and 2 types of false cervical 
dystocia are noted. 

5. The theories of the rigid cervix 
are reviewed, and it is suggested that 
both fibrosis and abnormal functioning of 
the uterine muscle are present in varying 
proportions. The clinical types of non- 
dilatation are shown to bear out this double 
pathology. 

6. The treatment of cervical dystocia is 
discussed and it is suggested that when 
fibrosis is the major abnormality early 
Caesarean section is the proper course, but 
that when abnormal uterine muscle action 
is the chief factor, expectant treatment is 
justifiable and often successful. When it 
is unsuccessful cervical incision may be 
indicated in a small number of cases but in 
most lower segment Caesarean section is 
the better treatment. 

7. Anti-spasmodic drugs are still in the 
experimental stage and, of local and 
regional anaesthesia, pudendal nerve block 
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offers the simplest method with the widest 
application. 


My thanks are due to Professor E. 
Farquhar Murray, and Mr. H. Harvey 
Evers for their encouragement and for per- 
mission to use these case records. 
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THE URINARY EXCRETION 


OF AMINO-ACIDS IN NORMAL 


AND ABNORMAL PREGNANCIES 
BY 


J. A. McC. Smitu, M.D. 
From Queen Charlotte’s Maternity Hospital. 


IF an assessment of the liver damage which 
occurs in the toxaemias of pregnancy could 
be made by some suitable and easily applic- 
able technique, then such a method would 
be of value in the study and control of these 
conditions. The development of paper 
partition chromatography by Consden et al. 
(1944) for the detection of amino-acids in 
wool has been proved to be of much value 
in the study of metabolic disorders. When 
the amino acids are contained in a suitable 
solvent and these solutions are allowed to 
run over the surface of a large filter paper, 
separation occurs as a result of the fact that 
each amino-acid has a different partition 
coefficient. After the process has been 
completed and the filter paper dried, the 
surface is then sprayed with a solution 
of ninhydrin which interacts with the 
amino-acids to produce a pink colour, the 
position and the intensity of the coloration 
indicating the particular amino acid, and to 
some extent its abundance or otherwise. 
Better separation is obtained by the use of 
a two dimensional technique than by a 
one-dimensional method. 

This method has been used by Dent 
(1946 a, b) to determine the amino acids in 
urine and by the same author (1947) to 
study the excretion of amino-acids in 3 
cases of Fanconi Syndrome. In such cases 
there is a low renal threshold for amino- 
acids and a large number can be identified 
in the urine. Ames and Risley (1948) also 
used paper partition chromatography to 
demonstrate a greatly increased output of 
amino-acids in the urine of patients suffer- 


ing from progressive muscular atrophy. 
Again Young and Homburger (1948) in- 
vestigated the output of amino-acids in urine 
from patients suffering from liver disease in 
whom they found an increased out-put of 
amino-acids, but the amino-aciduria did 
not give parallel results with those obtained 
by the standard liver function tests. The 
plasma amino-acids have been studied in 
cases of schizophrenia by Mann et al. 
(1947). 

A similar type of technique, but using 
different colour producing re-agents has 
been used to identify vitamins, hormones, 
sugars, and fractions of penicillin and other 
antibiotics. 

Method. The two-dimensional method of 
Consden et al. (1944) and its application 
by Dent (1946 a, b) to the study of urinary 
excretion of amino-acids has been used with 
certain modifications throughout this study ; 
two large glass-sided air-tight cabinets 
75 by 75 by 15 cm. were constructed and 
provided with well-fitting lids; troughs 
were made from 15 mm, bore glass tub- 
ing and the paper used was large square 
sheets of Whatman’s No. 1 filter paper. 

Procedure. To run a one-dimensional 
chromatogram, a strip of paper, 1.5 cm. or 
more in width and 20-56 cm. in length is 
used. A pencil line is drawn across 
the strip about 5 cm. from one end. 
25vl. of the solution to be analyzed is 
applied along the centre portion of this 
line from the tip of a capillary pipette. 
The end of the paper is fixed in the 
trough with a microscope slide. The 
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trough and paper are now transferred to 
the chamber, which has been previously 
prepared by covering the bottom of the tray 
with a two-phase mixture of water and 
solvent to provide an atmosphere saturated 
with both components. The trough is filled 
with water-saturated solvent and the lid 
put on the chamber. When the solvent has 
run a convenient distance (15 to 25 cm. in 
6 hours; 30 to 50 cm. in 24 hours, depend- 
ing on solvent and temperature) the paper 
is removed and the position of the solvent 
front is marked. The strip is dried, either 
in an oven at 110 C. or by hanging in 
a drying cupboard through which hot air 
is sucked by a fan exhausting to the out- 
side. After drying, the paper is sprayed 
with a solution of ninhydrin (0.1 per cent in 
n-butanol) and again dried. Finally, the 
paper is heated at 80°C. for 5 minutes. The 
bands which appear are outlined in pencil, 
as fading of the colour takes place after a 
few days. When it is desired to run a 
number of chromatograms simultaneously, 
the individual solutions can conveniently 
be placed side by side on a wide strip. It is 
seldom necessary to leave more than an 
interval of t cm. between the spots, but it 
is not desirable for the amino-acids to be too 
near the edge of the paper as irregularities 
of flow are usually more pronounced there. 

For two-dimensional analyses, a standard 
sheet 45 by 57 cm. is used. 25yl. of the 
solution to be analyzed is placed near the 
corner, 6cm. from either edge. The paper 
is held with one edge slightly overlapping 
the opening of the trough and pressed into 
it with a strip of shect glass somewhat longer 
than the paper. After transfer to the 


chamber, prepared as above, the chro- 
matogram is allowed to develop for 24-72 
hours. The paper is then removed and 
dried in the drying cupboard, turned 
through a right-angle and returned to the 
trough. The next stage of development, 
again for 24~72 hours, now proceeds, the 
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chamber, the tray, and trough having been 
prepared for the second solvent during the 
drying of the sheets. Subsequent treatment 
is the same as for the strips. 

Throughout the manipulation care must 
be taken not to touch the paper with the 
hand, as finger marks will show after heat- 
ing with ninhydrin. Strips are handled 
with forceps, and sheets with special wide 
clips. For long runs, particularly over- 
night, it is desirable to lag the chamber, 
otherwise differences in temperature will 
cause water to evaporate from the tray, and 
this might waterlog the paper and cause 
irregularity of flow. 

When phenol is used, whether as first or 
second solvent, the faster moving bands are 
liable to distortion by contaminant from the 
paper. The trouble can be avoided by 
evenly spraying the top 5 cm. of the strip 
or sheet with phenol before the trough is. 
filled. In this way the contaminant is kept 
well ahead of even the fastest-running 
amino-acids. 

Prior to studying the excretion of amino- 
acids in pregnant women, the urines of 
many female patients who were suffering 
from various forms of ‘‘ medical ’’ diseases 
were analyzed by the two-dimensional 
method of paper partition chromato- 
graphy. This enabled one to become 
adept at the technique and to recog- 
nize, by studying the chromatogram, 
the amino-acids which are present in norma! 
urines, and their relative amounts. 

Except in isolated cases it was not found 
possible to obtain 24-hour specimens of 
urine from the patients in the normal preg- 
nancy group. From these normal pregnant 
women a catheter specimen of urine was 
obtained by the nursing staff while the 
patient was visiting the antenatal clinic. 
In all patients who were in_ hospital 
(this includes the abnormal pregnancy 
series and the non pregnant controls), 
urines were collected, from midnight to 
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midnight by the nursing staff in a Win- 
chester quart bottle to which 50 ml. of 
1.5 N hydrochloric acid had been added 
as preservative. It may be mentioned 
that there was no case of bacterial in- 
fection in the specimens. In all cases the 
analysis was begun within 12 hours of 
receiving the specimen. All specimens of 
urine were then stored at 4 C. till the com- 
pletion of the present series of experiments. 


Amino-aciduna in Non-pregnant Control 

Cases. 

The non-pregnant controls were a 
group of patients who may be divided into 
two sub-groups—normal non-pregnant 
controls, and abnormal non-pregnant 
controls. 

The total of the normal non-pregnant 
controls was 20. Some were women who 
were patients in hospital for various forms 
of ‘‘ medical ’’ illness, and without obvious 
liver disease. None of these patients was 
acutely ill, and this group also includes 
several normal healthy individuals. Three 
or four amino-acids appeared in the 
chromatograms in abundance, with 
occasional traces of several others. The 
amino-acids which occur most frequently 
are glycine, alanine, and glutamic acid. In 
addition to these the following ninhydrin 
reacting substances have also been seen: 
z-amino-n-butyric acid, aspartic acid, histi- 
dine, taurine, serine, leucine, valine and 
glutamine. Some idea of the amount of 
amino acids excreted in the urine is ob- 
tained from the intensity of the colour 
reaction produced by the ninhydrin solu- 
tion. 

The actual amount and type of amino- 
acid excreted in normal individuals would 
seem to depend to some extent on the type 
of food ingested. Further, there is some 
variation in the day to day excretion of 
these substances. The urine from 2 cases 
was examined daily for some 7 days in 
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succession, and this showed that although 
certain aminoacids are excreted fairly 
constantly, others are excreted intermit- 
tently. 


The Abnormal Non-pregnant Controls. 

‘the abnormal controls were patients who 
were not pregnant and who were suffering 
from various forms of disease which, it was 
thought, might cause an abnormal excre- 
tion of amino-acids in the urine. This 
group includes the following cases—homo- 
logous serum jaundice, papilloma of the 
right ureter, gastro-enteritis of infancy, 
Weil’s disease, infective hepatitis, portal 
cirrhosis, and renal glycosuria. 

The average number of amino-acids 
appearing in this series, disregarding the 
cases of Weil’s disease and papilloma 
of the ureter, was 6. Again alanine, 
z-amino-n-butyric acid, aspartic acid, 
glutamic acid, glycine, leucine, and gluta- 
mine, occurred most frequently while the 
other amino-acids noted were arginine, 
cysteic acid, histidine, lysine, taurine, 
phenylalanine, serine, tyrosine and valine. 

In the case of homologous serum 
jaundice the most abundantly excreted 
amino-acid was glycine while the other 
5 were excreted to appreciable amounts 
and one gave a trace. The results 
in the case of papilloma of the blad- 
der could not be definitely interpreted 
owing to the presence of haemorrhage, 
as the amino-acids from the blood gave 
an abnormal chromatogram. It is inter- 
esting to note that in the series of 4 cases of 
gastro-enteritis that there was a consider- 
able excretion of various amino-acids and 
in one case in particular the chromatogram 
showed both leucine and tyrosine, illustrat- 
ing once again the fallacy which is found in 
the literature to the effect that these two 
substances are only excreted in acute 
hepatic necrosis per se. It is well-known 
that although gastro-enteritis has no specific 
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pathology the changes that have been 
observed postmortem are mainly associated 
with liver damage. Fatty degeneration is 
often advanced and may involve the whole 
lobule. The liver damage serves little to 
elucidate the aetiology of gastro-enteritis for 
itis frequently seen in infants who have died 
from other causes. Nevertheless, it is 
reasonable to suppose that the degree of 
liver damage is one of the most important 
prognostic factors. In view of the peri- 
pheral distribution of earlier fatty lesions 
it seems probable that the cause of these 
changes must be sought for in portal 
toxaemia. An alternative theory has been 
advanced that the portal blood of infants 
with diarrhoea contains a histamine-like 
substance, but the evidence for this is not 
very convincing. 

The excretion of amino-acids in the urine 
of the case of Weil’s disease was also very 
instructive and showed clearly that des- 
pite the intense jaundice which occurs the 
liver is not particularly affected to the extent 
that one might suppose, but that undoub- 
tedly the final cause of death is the uraemia 
resulting from the damage to the kidneys 
in the shape of cloudy swelling of the cells 
of the tubules and of haemorrhage into 
them. This patient died a few days later 
with a blood urea of over 400 mg. per cent. 
She had albumin, casts, blood, and bile in 
the urine, but it would seem that severe 
renal damage does not increase or decrease 
the amount of amino-acid excreted. No 
further case of acute nephritis was avail- 
able for a similar test to be performed in 
order to confirm the above findings. In the 
case of portal cirrhosis there was a rather 
high output of leucine in particular. 

Kirk (1936) could find no alteration in the 
output of amino-nitrogen in various forms 
of liver disease. However, by paper 
partition chromatography it has been pos- 
sible to show that the excretion of amino- 
acids in the urine in various forms of liver 
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disease, is definitely much higher than 
normal. The amino-aciduria, however, did 
not correspond with the severity of the 
illness, as judged by clinical examination, 
examination of the urine, and various liver 
function tests. It appears, from the present 
experiments and others reported later, that 
when there is an upset of liver function there 
is an increased output of free amino-acids 
in the urine. This increased excretion of 
amino-acids takes many days to return to 
normal limits, but in most a normal excre- 
tion of amino-acids is evident within 3 
months of the initial upset, provided there 
is no permanent liver impairment. The 
reason for this abnormal metabolism, when 
the aetiological factor has been removed, 
is not known, and one can only suggest that 
it is a sign of incomplete repair of the liver 
tissues. A further interesting finding was 
the increased excretion of amino-acids in 
the urine of a renal glycosuric. Dent (1947) 
could find no evidence of a lowered renal 
threshold for amino-acids in 4 cases of renal 
glycosuria which he studied but the results 
in this case suggest that the problem re- 
quires further study. Preliminary experi- 
ments have also shown that after the 
ingestion of 50 grams of glucose there is an 
appreciable increase in the output of amino- 
acids in the urine. 


Amino-aciduria in Normal Pregnancy. 

In the normal pregnancy series 33 
patients who were between 5 and 40 weeks 
(according to their dates) pregnant were 
studied. In all the cases in this group the 
blood-pressure was below 130/80 and there 
was no albuminuria or oedema. The 


patients were specifically asked if morning 
sickness had been sufficiently severe to 
cause vomiting and if this were so the 
specimens of urine were rejected from the 
normal group. It was evident from the 
results that there were increased amounts 
of amino-acids, other than histidine, excre- 
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ted in the urine. Itappeared that up till the 
12th week there was a moderate increase, 
while after this time there was a marked 
increase and there was no dimunition in the 
amino-aciduria as full term or the onset of 
labour was approached. Up till the rath 
week the average number of amino-acids 
excreted is 5 and they are mainly histidine, 
glycine, aspartic acid, glutamic acid, and 
alanine. In the later weeks of pregnancy 
the average number of ninhydrin reacting 
areas in the chromatograms was 8 and the 
average colour intensity was much in- 
creased. The main substances which 
are then present are alanine, z-amino-n- 
butyric acid, aspartic acid, glutamic acid, 
glycine, histidine, leucine, and glutamine. 
In addition arginine, cysteic acid, lysine, 
phenylalanine, serine, threonine, and valine 
have been noted. 

The reason for this increase in amino- 
aciduria during pregnancy is not known, 
but there might possibly be several explana- 
tions forit. During pregnancy the placenta 
is fully formed at an early stage, probably 
about the third month, and thereafter the 
rapid development of the foetus takes place. 
It is during this stage of foetal development 
that the marked increase in amino-aciduria 
takes place. The first explanation that one 
might offer is that during pregnancy the 
physiological actions of the liver of the 
mother are somewhat disturbed and conse- 
quently deamination is not sufficiently com- 
plete. As pregnancy is a normal function 
of the human female this explanation seems 
somewhat weak. The next possible ex- 
planation is that during pregnancy there is 
a considerable increase in metabolism, and 
in order to supply the needs of the foetus 
there is an increased breakdown of 
maternal protein and that during this 
process a certain amount of the catabolic 
products is excreted in the urine. Not only, 
however, is the amount increased but also 
the variety of amino-acids. It has been 
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said that the amino-acids act as the protein 
currency of the body, just as glucose is the 
carbohydrate currency, and this leads to 
a third possible explanation. It is prob- 
ably the case that, during pregnancy, there 
is a lowered renal threshold for sugar and 
there is also some suggestion that there 
might be a lowered renal threshold for 
amino-acids as well. At any rate, what- 
ever the exact explanation may be a very 
definite increase in the excretion of amino- 
acids in the urine has been noted, particu- 
larly during the later stages of pregnancy. 


Excretion of amino-acids in hyperemesis 
gravidarum. 

Only 4 cases of hyperemesis gravidarum 
were available for study while the present 
investigation was being carried out. 
These patients were admitted to the ward 
because of vomiting which persisted 
throughout the day. In no case was a 
peptic ulcer, or other medical, or surgical 
cause of vomiting found. All cases had 
acetonuria. While it is impossible to draw 
conclusions from such a small series, it is 
interesting to note the number and variety 
of amino-acids excreted in the urine. The 
average number of amino-acids excreted in 
these 4 cases is I5 and again the average 
ninhydrin colour value was much increased. 
The most marked feature of the amino- 
aciduria in these cases of hyperemesis is the 
increased output of the aromatic series. 
Presumably the increased output of amino- 
acids in the urine in these cases is due to 
the liver damage which occurs. In the rare 
fatal cases of this condition the chief histo- 
logical changes are most marked in the 
liver, which according to the majority of 
workers shows a central necrosis of the 
lobule and occasionally also fatty changes 
in the kidneys. 

So far as one can judge also these organs 
rapidly recover from the damage (in non- 
fatal cases) which has been caused by the 


998 U: 
ca 
a 
. 
d 
‘ 
! 
I 
] 


URINARY EXCRETION OF AMINO-ACIDS 


unknown precipitating agent of the hypere- 
mesis. The chromatograms which were 
carried out after recovery and which showed 
a normal excretion of amino-acids would 
appear to support the clinical findings that 
despite considerable derangement, the liver 
rapidly regains its normal function as 
regards deamination. 


Excretion of amino-acids in cases of pre- 
eclampsia. 

Thirteen cases of pre-eclampsia have 
been studied and the duration of preg- 
nancy in these patients varied between 32 
and 40 weeks. The criteria of this toxae- 
mia are arbitrary but can be defined as a 
woman who is 28 or more weeks preg- 
nant, with a blood-pressure, which at the 
onset of pregnancy had been below 130/80, 
and is now above 140/90, with albuminuria 
and oedema. This is the typical picture 
of a fully developed case of pre-eclampsia. 
In the pre-eclamptic group it was seen that 
the cases can be divided into 2 categories 
according to whether or not there is a high 
or low excretion of amino-acids in the urine. 
Out of 13 patients studied 6 had a markedly 
low output of amino-acids, while the other 
7 had a higher output but it was still lower 
than was normal for this period of preg- 
nancy. In the first group of 6 patients the 
main amino acids which were excreted were 
glycine, alanine, and leucine, and in the 
remaining 7 patients, aspartic acid, cysteic 
acid, serine, and glutamine were also 
found. Kapeller-Adler (1941a) has shown 
that in pre-eclampsia and eclampsia, the 
histidinuria of pregnancy is diminished, but 
that author has found histamine instead of 
histidine in the urine of patients suffering 
from severe toxaemia of pregnancy. The 
reduced output of amino-acids in the urine 
of patients suffering from pre-eclampsia is 
not explained by the fact that histidine 
disappears from the urine in many cases. 
It was found that there was a substantial 
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reduction in the output of all amino-acids 
occurring normally in the urine of cases of 
late pregnancy. A theory which would fit 
the present results is that other amino- 
acids are decarboxylated in the same way 
as histidine and excreted as amines. 

Kapeller-Adler (1941a) also came to the 
conclusion that in severe pre-eclampsia 
histidine was not to be found in the urine, 
or only traces were found. She considered 
that the diminution or total absence of histi- 
dine in the urine could be used as a diag- 
nostic sign of severe toxaemia of 
pregnancy. These conclusions are not 
supported by the author’s present work 
where histidine was found in the urine of 
6 out of 13 cases of severe pre-eclampsia. 
Again, Kapeller-Adler (1941b) in a later 
paper suggested that histamine, derived 
from histidine, played an important role in 
toxaemia of pregnancy. As part of her 
evidence she stated that both histidinuria 
and pre-eclampsia were unknown in dogs. 
While this latter statement is conceded, it 
must be argued that there is no evidence 
that the decarboxylation product of 
histidine plays any greater a part in the 
aetiology of toxaemia of pregnancy than 
the decarboxylation products of other 
amino acids. In fact the present writer’s 
findings suggest that in the pre-eclamptic, 
deamination is still being carried out com- 
paratively efficiently by the liver, and, 
further, that no great degree of autolysis 
of the patient’s tissues occurs. 


Excretion of Amino-acids in cases of 

Eclampsia. 

Only 2 cases of eclampsia were available 
for study. Both cases were fairly well 
advanced in pregnancy, one being 37 and 
the other 30 weeks pregnant. The chro- 
matographic analysis of the specimens of 
urine, which were collected just prior to the 
termination of pregnancy, showed a low 
excretion of amino.acids. 
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In fatal cases of eclampsia the textbooks 
record the following pathological findings 
associated with this disease. 


(1) Kerr (ed.): Combined Textbook of Obstetrics 

and Gynaecology. 

Liver. Some of the most characteristic lesions 
of eclampsia are seen in the liver. Externally the 
liver shows numerous small petechial haemorrhages 
under the capsule; sometimes these are very 
extensive and may become confluent. On section 
tiny petechial haemorrhages may be seen, but they 
are usually too small to be recognized by the naked 
eye; occasionally small necrotic areas can be 
recognized microscopically. The lesions are found 
near the portal tracts. Here there are masses of 
blood-filled spaces, with the appearance of a bunch 
of distended capillaries. Frequently there is 
much fibrin deposited in this area, and in the older 
lesions there are accumulations of polymorphs. 
Rarely, and apparently as secondary phenomena, 
there may be true infarction of small areas of 
liver tissue or necrosis of the centres of the lobes; 
very occasionally there is thrombosis of vessels in 
the portal tract. 

These periportal lesions occur only in eclampsia 
and allied conditions, and are present in almost 
every case. They are so characteristic that in a 
case in which those lesions are found, even though 
there have been no convulsions, the condition is 
diagnosed as eclampsia without convulsions. The 
lesions show little or no relationship to the clinical 
severity of the disease: a patient who has had 
only one or two fits may show very gross liver 
lesions; whereas a patient who has had 20 or 30 
fits may have lesions so scanty that they can only 
be found after prolonged microscopical search. 


(2) Muir. Textbook of Pathology. 

In puerperal eclampsia necrosis of liver cells is 
an almost invariable occurrence. In many cases 
the liver substance is studded with numerous small 
haemorrhagic points and these, on microscopic 
examination are seen to be necrotic foci with 
admixture of much blood and fibrin. . . Sometimes, 
however, necrosis is more extensive and irregular 
yellowish areas of considerable size may be met 
with, accompanied by varying congestion and 
haemorrhage. There may be in these areas necrosis 
of the whole liver tissue and the condition is prob- 
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able secondary to vascular damage and corre- 
sponds with the extensive infarctions which may 
occur in the kidneys in eclampsia. 


It seems, therefore, that there is some 
degree of discordance between the views 
expressed by the authors of these textbooks 
on the amount of actual necrosis that occurs 
in cases of eclampsia. So far as my work 
as gone it would seem that in the patient 
who is treated in time, the amount of liver 
necrosis could not have been sufficiently 
extensive to interfere with its functions of 
deamination since both patients recovered 
very rapidly indeed after the pregnancy had 
been terminated. 


MISCELLANEOUS CASES. 


This group consisted of 5 cases and as 
the pathological conditions arose in the 
course of their pregnancy they are included 
from the point of view of completeness. 
They include a case of accidental haemor- 
rhage, 2 cases of essential hypertension, 
one of prolonged labour and one of albu- 
minuria. The excretion of amino-acids did 
not deviate from that found in cases of 
normal pregnancies and the findings were 
without significance, even in the case of 
albuminuria. In this case although the 
toxic agent had had an effect on the renal 
tissue, the amino acid excretion was normal 
so presumably the liver was not affected to 
the same extent. 


DISCUSSION. 

Partition chromatography as an aid to 
the elucidation of certain problems con- 
nected with disturbed metabolism and liver 
function in particular has many applica- 
tions. Although many difficulties were 
encountered by the present writer at first, 
both in connexion with the actual apparatus 
which could be employed, and with the 
chemicals that could be used for running 
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the chromatograms, these were eventually 
overcome, and latterly there has been no 
untoward technical hitch in the methods. 
It should be stated also that in order to 
obtain experience and knowledge of the 
position of the various amino-acids in the 
chromatograms the various amino-acids 
were obtained from different manufacturers 
of fine chemicals. Weak solutions of these 
were then prepared and test runs were made 
with a single amino-acid and also with 
mixtures of the various different types on 
paper. At this particular period it has been 
difficult often to get these various sub- 
stances, but the supply is now improving. 
Their production has apparently been 
stimulated by the demand for them for this 
particular type of study. 

The utilization of protein by the human 
body is a subject of great complexity. 
Protein foodstuff often contains amino- 
acids which are in unsuitable proportions 
and, in consequence, it is frequently neces- 
sary to ingest an excess of certain types of 
amino-acids in order to obtain the minimum 
requirements of others. If the human 
being is fed on a diet deficient in an essential 
amino-acid the nitrogen equilibrium can- 
not be maintained no matter how much 
protein he ingests. It has been established 
that certain amino-acids, lysine, valine, 
tryptophane, methionine, histidine, pheny]- 
alanine, leucine, isoleucine, threonine and 
arginine are essential for the growth of the 
rat, but to what extent the same amino- 
acids are essential for human beings is not 
known. Albanese et al. (1941) have studied 
the effects of deficiencies of several amino- 
acidsin man. A diet deficient in methionine 
and cystine produced a negative nitrogen 
balance. Histidine deficiency resulted in a 
loss of weight but nitrogen balance was 
maintained. Lysine deficiency caused a 
partial inhibition of the menstrual cycle. 

In the ordinary course of events any 
excess of amino-acids which may appear in 
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the blood stream is rapidly removed and the 
action of the liver seems to be mainly 
responsible for this. At the same time as this 
takes place there occurs a rise in the urea 
concentration and as the urea is an end pro- 
duct of metabolism it is excreted in the 
urine. Further, those amino-acids which 
are absorbed from the small intestine 
following the hydrolysis of protein and, 
escaping deamination in the liver or resyn- 
thesis to protein in the tissues, are elimin- 
ated in the urine in both the combined and 
free state amounting to an estimated total 
of 0.5 to 1.0 g. per 24 hours, of which 0.1 
to 0.15 g. is free amino-acid nitrogen. 
Increased urinary output is especially likely 
to occur in diseases of the liver resulting in 
autolysis of its proteins and in reduced 
deamination like some cases of acute yellow 
atrophy, poisoning by such drugs as 
chloroform, phosphorus and arsenic, as 
well as in states of wasting from protracted 
fevers and diabetic acidosis. The urinary 
excretion of certain amino-acids, for 
instance leucine and tyrosine have been 
specially associated in the past with acute 
yellow atrophy and_ phosphoric acid 
poisoning. 

This technique of partition chromato- 
graphy seems to be well suited for the study 
of diseases affecting the liver in particular. 
The work which has been done on the 
normal non-pregnant controls, i.e., on 
cases in which no liver damage was antici- 
pated, shows that a variety of such com- 
pounds are excreted and the extent to which 
they are excreted was greater than was 
previously realized. Again in the series of 
cases which have been collected as abnor- 
mal non-pregnant controls, the excretion 
of amino-acid is greater in amount and in 
variety in those cases in which the previous 
experience and knowledge had indicated 
that there would be liver damage. In 
certain cases in this group with jaundice 
it does seem possible to distinguish between 


a 
in 
: 


1002 


those that have suffered liver damage and 
those that have not. Again in other cases 
without jaundice, for example the cases of 
gastro-enteritis, the extent of the amino- 
aciduria probably shows a considerable 
degree of correlation with the amount of 
liver damage which is presumed to have 
occurred. 

In normal pregnancy the findings are 
again interesting. After the beginning of 
pregnancy there is a definite increase in the 
amount of amino-acid excreted and this 
increase becomes more exaggerated as the 
pregnancy proceeds. Some possible ex- 
planations for this have already been given 
and the subject need not be be pursued 
again here. In the cases of hyperemesis 
gravidarum the findings indicate, as would 
be expected, considerable liver damage but 
the return to normal, after treatment, was 
manifest clinically and in the condition of 
the urine. 

In the pre-eclamptic group it has been 
possible to distinguish between 2 types of 
cases, those in which there is a fairly high 
amino-aciduria and those in which there is 
alow excretion. It has not, however, been 
possible, owing to the scarcity of such cases, 
to follow this finding up more closely. In 
the cases of eclampsia the liver, despite the 
urgency of the cases, was not apparently 
damaged to any great extent. In com- 
parison the case which was diagnosed as 
massive necrosis had a very large output 
of amino-acids in the urine, but despite 
this, after pregnancy had been terminated, 
the output returned to normal within ro to 
12 days. 

From what has been already found it 
seems likely that this new technique could 
be effectively used to study all types of liver 
disease, and so far as protein metabolism is 
concerned, the probability is that it will 
give more definite results than any of the 
tests which have already been advocated. 
To what extent the appearance of certain 
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specific amino-acids could be correlated 
with the various diseases is, however, un- 
certain. 


SUMMARY. 


The study of the excretion of amino- 
acids in the urine by means of partition 
chromatography has shown the following: 

I. (a) In non-pregnant control cases with- 
out evidence of liver disease, glycine, 
alanine, and glutamic acid appear con- 
sistently in considerable amounts with 
traces of various others. 

(b) In the day to day examination the 
presence of the 3 amino-acids, glycine, 
alanine, and glutamic acid, appear fairly 
constantly. 

2. (a) In non-pregnant control cases in 
which liver dysfunction has been diagnosed 
on clinical evidence there is the appearance 
in the urine of large amounts and abnormal 
varieties of amino-acids. This is interpreted 
to be the result of decreased deamination. 

(b) A similar increase in urinary amino- 
acids has been noted in homologous serum 
jaundice, gastro-enteritis, and portal 
cirrhosis. 

In Weil’s disease the deaminating action 
of the liver has not been affected. 

3. In normal pregnancy there is a slight 
increase in amino-aciduria up to about the 
12th week and a much greater excretion in 
the later stages. Possible explanations for 
this increase have been discussed. 

4. In cases of hyperemesis an increase 
in the excretion of aromatic amino-acids has 
been noted, but after recovery of the patient 
the excretion soon returns to normal. 

5. (a) In pre-eclampsia a low excretion 
of amino-acids has been noted in some cases 
and a higher excretion in others. 

(b) In some cases histidine has_ not 
disappeared as has been suggested by some 
workers. 

6. In the cases of eclampsia which have 
been studied there has been a low excretion 
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of amino-acids. Comment has been made 
on the discrepancy between the histology of 
the liver in fatal cases as_ reported 
in different textbooks and in relation to 
amino aciduria. 


7. In a case of massive necrosis of the 
liver the excretion of amino-acid was 
studied over a period of 15 consecutive 
days. The excretion of amino-acid was 
markedly increased until the pregnancy was 
terminated. Thereafter within 12 days the 
excretion became normal, indicating that 
the liver had rapidly recovered its function 
of deamination or that autolysis of the 
patient’s own proteins had ceased. 


8. The various aspects of the work have 
been discussed in some detail. 
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THE ORIGIN OF AMNIOTIC FLUID AND THE BEARING 
ON THIS PROBLEM OF FOETAL URETHRAL ATRESIA* 


BY 


R. Evans Suaw, M.D., 
Pathologist, King Edward VII Memorial Hospital, Bermuda, 


AND 


Henry J. Marriott, M.A., B.M., 
Formerly Resident, King Edward VII Memonal Hospital, Bermuda, 
now Associate in Medicine, University of Maryland, School of Medicine, 
Baltimore. 


THERE are four theoretically possible 
sources of liquor amnii: 

1. Active secretion by amniotic epithe- 

lium. 

2. Passive transudation from maternal 

circulation. 

3. Passive transudation from foetal cir- 

culation. 

4. Foetal urine. 

Or any mixture of two or more of these may 
contribute to the total liquor. 

Stander (1945) summarizes the present 
consensus on the subject as follows: 
‘“‘from the evidence at present available, 
it would appear that the amniotic epithe- 
lium has a secretory activity, and that 
amniotic fluid is derived mainly from the 
maternal serum which is modified during 
its passage through the amniotic epithelium ; 
but that other sources, more particularly 
the foetal urine, may play a definite role.”’ 
Later he adds, somewhat contradictorily, 
“the foetal kidneys take no part in its 
production, except under abnormal con- 
ditions.’” Mengert and Bourland (1945) 
comment, ‘‘ many do not subscribe to the 


* From the King Edward VII Memorial Hospital, 
Bermuda. 


idea that foetal urine contributes signifi- 
cantly ’’; and Taussig (1927) writes, ‘‘ that 
a slight admixture with foetal urine may 
occur shortly before or during labour seems 
probable, but this admixture is inconsider- 
able and has no functional significance.” 

The purposes of this paper are to review 
briefly the evidence for and against each 
source of liquor production, to draw 
attention to a concrete detail in evidence 
which most previous reviewers appear to 
have overlooked (and which _bespeaks 
unequivocally a significant contribution by 
foetal urine in some cases), and to report a 
case which exemplifies this very tangible 
clue. 


ACTIVE SECRETION BY AMNIOTIC 
EPITHELIUM. 


The histological researches of Bondi 
(1905), Polano (1904, 1905, 1924), Mandl 
(1906), Forsell (1912), and Keiffer (1926), 
leave little doubt that the amniotic epithe- 
lium is a definitely secretory tissue. The 
amnion cell is cylindrical, particularly 
overlying the placenta, and it extrudes 
vacuoles into the amniotic cavity. By 
appropriate staining methods fat globules 
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were also demonstrated in the cells of the 
amniotic epithelium, though these appear 
to be more numerous in the free amnion 
than in that overlying the placenta. 
Further, the presence of ferments (several 
proteolytic, lipase, diastase, chymosin, 
thrombase) in the fluid itself points to active 
functioning of the amniotic epithelium 
(Russman, 1914; Polano, 1922). More- 
over, Goldmann (1912) and Evans have 
shown that, in experimental animals 
injected with pyrrol-blue, all maternal 
tissues, amnion and amniotic fluid are 
stained blue; whereas in the foetus only the 
skin and alimentary tract are stained, and 
its urine is not blue. Taussig (1927) sup- 
ports the view that the source of amniotic 
fluid is the amnion itself, and indeed there 
can be little doubt that this is its main 
source. 


PASSIVE TRANSUDATION FROM MATERNAL 
CIRCULATION. 


The association of hydramnios with con- 
gestive heart failure, renal or hepatic 
disease in the mother, has often been cited 
as evidence that the fluid is derived as a 
transudate from the maternal circulation. 
These, however, represent grossly abnor- 
mal conditions, and do not necessarily shed 
any light on the normal production of 
liquor. The most that can be said for this 
observation is that it suggests that, in con- 
ditions of generalized oedema in the mother, 
the amniotic fluid sometimes derives some 
of its abnormal volume from transudation 
from her circulation. In the case of renal 
disease in the mother, it is possible that the 
excess of fluid is the result of compensatory 
foetal polyuria; for Wolff (1904) has 
shown, by removing both kidneys from 
pregnant rabbits, that, within 2 days, 
there is marked increase in amniotic fluid; 
this was especially noticeable near term. 
From chemical analysis he concludes that 
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this is due to compensatory secretion of 
urine by the foetal kidneys. He believes 
that where substances normally excreted 
in the mother’s urine remain in the blood, 
foetal kidneys take on an added function 
to eliminate them. An investigation com- 
paring the composition of amniotic fluid in 
pregnant women with renal insufficiency, 
with that of the fluid in normal women, 
might throw light on this point. On the 
other hand, Wagner (1913) has shown that 
in experimental animals mere renal 
insurficiency on the part of the mother is 
not sufficient to cause the foetal kidneys to 
function, and that it only occurs after 
bilateral nephrectomy, or after removal of 
three-quarters of the kidney substance. If 
this observation is applicable to women, it 
can be presumed therefrom that it would 
require catastrophic kidney disease in the 
mother to induce the foetal kidneys to com- 
pensate. 

Cantarow, Stuckert and Davis (1933) 
made extensive chemical studies of amniotic 
fluid and maternal blood, obtained simul- 
taneously from 36 women in the 7th to 
goth months of normal pregnancy; from 
these studies they deduce that amniotic fluid 
is not a pure dialysate of maternal blood 
plasma. Dieckmann and Davis, on the 
other hand, basing their opinion on the 
results of injection and oral administration 
experiments in the mother, believe it to be 
a dialysate. Against the theorem that 
amniotic fluid is a pure transudate of 
maternal serum, however, is the simple 
fact that the freezing point of maternal 
serum is lower than that of amniotic fluid, 
which cannot therefore be a pure filtrate 
of the mother’s serum (Zangemeister and 
Meissl, 1903). 

The following observations have also 
been adduced as evidence of transudation 
from the maternal circulation: in two cases 
of sulphuric acid poisoning the liquor con- 
tained acid but none was found in the foetus 
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(Gusserow, 1872; Ottow); sodium indigo 
sulphate injected into the vein of a rabbit 
near term colours the liquor, but neither 
the foetal tissues nor urine (Wiener, 1881) ; 
potassium iodide administered to the 
mother appears in the amniotic fluid, but 
not in the foetal blood or urine (Browne, 
1942); in a case of acute yellow atrophy 
the placenta was found to be very icteric, 
the amniotic fluid somewhat coloured, but 
the skin of the child was free of icterus 
(Juelich, 1925). All of these observations 
are, of course, as compatible with the 
theory of active secretion by the amniotic 
epithelium, as with the idea of passive 
transudation through it, and are therefore 
in themselves no argument in favour of the 
transudative process. 

Thus the evidence is overwhelming that, 
except perhaps in disease, simple transu- 
dation from the maternal plasma plays little 
or no part in the formation of amniotic 
fluid. 


PASSIVE TRANSUDATION FROM 
FOETAL CIRCULATION. 


In favour of this theory attention has 
been drawn to the association of hydram- 
nios with: (a) uniovular twins; (b) chorio- 
angioma (Kraus, 1903; Siddall, 1924); 
(c) general dropsy of the foetus; (d) anen- 
cephaly, and many other foetal abnor- 
malities. 

These, again, represent extraordinary 
circumstances, and cannot be accepted as 
necessarily bearing upon the normal for- 
mation of liquor. In anencephaly it is 
now generally accepted that, although leak- 
age from the meninges may contribute to 
the amniotic fluid, the main cause of the 
excess accumulation is failure of the foetus 
to swallow and so absorb the “‘ overflow ’’. 
Failure of absorption with consequent 
hydramnios has likewise been demon- 
strated as causative in cases with high 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


intestinal obstruction (Mengert and Bour- 
land, 1945). In cases associated with 
venous stasis in the foetus De Lee and 
Greenhill (1927) attribute the hydramnios 
to increased action on the part of the foetal 
kidneys: ‘‘ and perhaps there is more urine 
in the amniotic fluid.’’ It appears that 
whenever there is doubt as to the origin of 
excessive fluid, the foetal kidney is 
incriminated. 


FOETAL URINE. 


The source of amniotic fluid was thought 
by Hippocrates to be mainly foetal urine. 
Portal held this view in the seventeenth 
century, and it was apparently widely 
entertained through the following two 
centuries. There are two facts however, 
as well as the positive evidence of amniotic 
secretion, which militate strongly against 
such a concept. First, amniotic fluid is 
present in early ova, not only before the 
development of the kidneys, but even 
betore the appearance of the embryonic 
area itself; and second, “‘ dropsical ova’’ 
occur, in which all traces of the foetus have 
disappeared, while the sac is distended with 
fluid. In each instance the amniotic epi- 
thelium has presumably supplied the fluid. 
It is thus abundantly clear that foetal urine 
is not the sole source of amniotic fluid. On 
the other hand, it has been shown that the 
amounts of urea and uric acid in the 
amniotic fluid increase steadily prenatally, 
from which Windle (1940) concludes that 
significant amounts of fluid are normally 
derived from the foetal urine. Further- 
more, Makepeace and his associates (1931) 
from their chemical studies on amniotic 
fluid, produce good evidence that it is 
progressively diluted by foetal urine. At 
term the fluid is distinctly hypotonic to 
maternal serum, but earlier this hypoto- 
nicity is less; and in the earliest months it 
may be isotonic. They believe that the 
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liquor is originally a dialysate of maternal, 
or foetal, serum which suffers subsequent 
dilution. 

There are, however, two pieces of experi- 
mental evidence which have been brought 
forward to suggest that the foetus does not 
urinate im utero at all. If methylene blue 
is administered to the mother it appears in 
her urine and in that of the infant, but a 
colourless (leucobase) compound only, 
presumably secreted and altered by the 
amniotic epithelium, is found in the liquor 
(Ho!termann, 1924). Again, if phloridzin 
is injected into the mother, sugar appears 
in the foetal urine, but not in the amniotic 
fluid (Schaller, 1899). The obvious limi- 
tations of such experiments make these 
results of questionable value; for, in both 
these experiments, the substance was 
necessarily administered shortly before 
delivery (usually 8 hours). Therefore the 
most that such findings prove is that the 
few foetuses concerned did not micturate 
during their last hours in utero. 

No one will deny that foetal kidneys 
function and secrete im utero, at least in 
the later stages of pregnancy. Lesné and 
Binet (1921) state that the bladder of the 
newborn always contains 5 to 8 ml. of 
urine. The frequently observed passage of 
urine during, or immediately after delivery 
testifies unequivocally to this. Makepeace 
et al. (1931) record that they were able to 
express a few drops of urine from the 
bladder of a 3 to 4 months’ foetus by gentle 
pressure on the abdomen. The work of 
Wolff (1904), already referred to, further 
demonstrates that foetal kidneys are at 
least capable of functioning. The methy- 
lene blue and phloridzin experiments at 
least afford evidence that foetal kidneys 
secrete. What is not proven, and is often 
denied, is that the secreted urine is excreted 
to contribute to the bulk of amniotic fluid. 
If it could be shown that, when urinary 
outflow in the foetus is blocked, sufficient 
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pressure develops in the urinary tract to 
cause the anatomical deformities typical 
of chronic retention of urine (i.e. distended 
bladder, hydroureters and hydronephro- 
ses), then it could be concluded that the 
urine would have been excreted into the 
amniotic cavity if the obstruction had not 
been present; for otherwise the stigmata of 
retention would not have developed. The 
following case” is illustrative : 


A negress, aged 40, was being delivered of her 
eleventh child by a district nurse. Head and 
shoulders were normally delivered, when labour 
became obstructed and no further advance 
occurred. The child was thought to be dead and 
the woman was brought to the hospital by ambu- 
lance. On examination a hand passed along the 
ventral surface of the foetus, to about the level of 
its umbilicus, could feel no tumour. Strong con- 
tractions were continuing, but no advance was 
being made. The patient was therefore anaes- 
thetized, and with strong traction plus fundal 
pressure the dead foetus was delivered. Its abdo- 
men obviously contained much fluid, but was not 
tense. 

At autopsy the bladder was ballooned and 
extreme bilateral hydroureters and hydrone- 
phroses were present. The urinary system con- 
tained 400 ml. of urine. Complete atresia of the 
urethra, at the level of the utricle, was demon- 
strated. No cardiac, alimentary, or other con- 
genital abnormality was found. 

Unfortunately no renal function tests were per- 
formed on the mother. Urinalysis revealed urines 
with specific gravities between 1o1o and 1018, and 
a trace of albumin; no casts were reported. 


DISCUSSION. 

Although atresia of the urethra has 
previously been reported many times, 
the pathological anatomical evidence which 
these cases afford, appears seldom to have 
been considered in discussions on the con- 
stitution of liquor amnii. This is perhaps 
because amniotic fluid, on the one hand, is 


*Reported through the courtesy of Dr. V. 
O’Donnell King. 
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of specific interest to the obstetrician, while 
congenital urethral atresia, on the other, 
especially concerns the urologist. 

Le Poutre and de Hee (1929) reported 
a case of complete congenital obliteration 
of the spongy urethra in which the obstet- 
rician was obliged to puncture the abdomen 
in order to effect delivery. In their case 
extreme dilatation was surprisingly con- 
fined to bladder and ureters, the kidneys 
being remarkably normal and showing no 
dilatation. Menegaux and Boidot (1934) 
reported a case of congenital obliteration 
of the entire penile portion of the urethra. 
Among the 42 further cases of urethral 
atresia (8 female and 34 male) which these 
authors collected from their extensive 
survey of reports from 1552 to the year of 
their publication, they remark that only in 
three was there anatomical evidence of 
retention of urine. In one the bladder was 
distended to the umbilicus; in another 
850 ml. of urine were contained in the 
bladder; in the third distention of the 
bladder was accompanied by bilateral 
hydroureters and hydronephroses. From 
this low incidence of only 3 in 43 cases (7 
per cent) they conclude that the foetal 
kidneys do not secrete regularly or signifi- 
cantly and that there normally exists so 
slight a secretion that it cannot distend the 
urinary passages in cases with no outlet. 
They further state that where atresia leads 
to retention it is certain to be associated with 
dystocia and a dead foetus. Where the 
foetus is born alive, with atresia but no re- 
tention, signs of retention rapidly develop 
during the first days of extra-uterine 
existence. 

It should be added that urinary reten- 
tion in the foetus has been observed in 
some instances where simple valves have 
produced the obstruction; in yet other 
cases retention has occurred where no 
mechanical obstruction whatever was 
demonstrable. Nicolaesco (1925) reported 
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14 such cases. Regardless of the cause, 
the fact of retention predicates that the 
foetal kidneys have secreted purposefully 
and copiously. In all such cases it seems 
fair to assume that if the bladder had been 
able to empty itself, it would have expelled 
its contents into the amniotic cavity. 

It is thus evident that urethral atresia may 
occur with or without retention of urine 
during foetal life. It is possible that in the 
cases in which retention develops the 
maternal kidneys have failed and the foetal 
kidneys have secreted more actively than 
normally to compensate. We have seen, 
however, that it would probably require 
overwhelming kidney disease in the mother 
to produce this effect. 

The problem is clearly far from solution. 
It seems likely that the production of 
amniotic fluid, like so many other pheno- 
mena in nature, can claim variety. From 
the evidence presently available it seems 
most likely that in all cases the primary 
source of amniotic fluid is secretion by the 
amniotic epithelium, but that in some 
instances foetal urine also plays a definite 
and significant role. 

The authors’ purpose is to draw attention 
to urethral atresia as a link in the chain of 
evidence related to the formation of 
amniotic fluid. It is to be hoped that 
future cases of this congenital anomaly 
will be more closely studied, especially 
with respect to the amount and _ con- 
stitution of the liquor, and the functional 
status of the mother’s kidneys. 


SUMMARY. 

1. The evidence for and against each 
possible source of amniotic fluid is assem- 
bled and discussed. 

2. A case of urethral atresia, with dis- 
tended bladder, hydroureters and hydro- 
nephroses, is reported in a stillborn, negro 
male. The bearing of such findings on the 
origin of liquor amnii is discussed. 
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3. It is concluded that amniotic fluid is 
mainly a secretion of the amnion, but that, 
at least in some cases (contrary to the trend 
of present opinion), foetal urine makes a 
significant contribution, 
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DISSECTING ANEURYSMS AND “RUPTURE” OF THE AORTA 
IN ASSOCIATION WITH PREGNANCY 
BY 


J. W. JouLe, M.D., M.R.C.P., 
Physician, Kingston Hospital. 


THE clinical syndrome of aortic dissection 
has been well described by several authors 
(East, 1939; Holland and Bailey, 1940; 
Mote and Carr, 1942), and the outstanding 
symptom in the majority of cases has been 
very severe pain of a characteristic pattern, 
accompanied by cardiac shock. In a few 
cases, however, pain has been minimal and 
the presenting symptom syncope, as in the 
case reported here and other examp‘es 
found in the literature (Hoskin and Gard- 
ner, 1946; David et al., 1947). 

Dissecting aneurysms and “‘ rupture ’’ of 
the aorta have also been noted in associa- 
tion with pregnancy and the puerperium 
(Klotz and Simpson, 1932; Wood e¢ al., 
1932; Norris, 1934; Gobel, 1936; Miléw, 
1930; Schitker and Bayer, 1944), and 
McGeachy and Paullin (1937) summarized 
127 cases of aortic dissection from the litera- 
ture and found that out of 24 females, 6 
were pregnant. Schitker and Bayer (1944) 
in their review of 141 cases under the age 
of 40, found 49 were females and 24 devel- 
oped dissection of the aorta during or 
immediately after pregnancy. 

The case reported here occurred 3 weeks 
after a normal confinement and may also 
be considered in this connexion. 


CasE REPORT. 

A married woman, aged 37 years, had given birth 
to a normal infant 3 weeks prior to admission and 
the puerperium was uneventful. She had always 
had good health and gave no history of any serious 
illness. On 28th November, 1947, 3 days before 


admission and whilst sitting in a cinema she had 
suddenly felt faint, complained of slight substernal 
oppression and collapsed. She was taken home and 
the next morning felt better, but later that day 
again collapsed and sent for her doctor. She was 
admitted to hospital on 31st November, 1947, when 
she was found to be slightly shocked, pale and 
cyanosed, with a pulse-rate of 120, regular rhythm, 
and a blood-pressure of 165/95. There were no 
signs of congestive failure and no enlargement of the 
heait clincally, but a fairly loud, aortic, diastolic 
murmur was audible to the left of the sternum in 
the third interspace. The _ electrocardiogram 
showed low voltage in all leads but was otherwise 
normal. On ist December, 1947, she became 
rapidly worse with severe shock, a pulse-rate of 
140 and a blood-pressure of 70/56, dyspnoea and 
cyanosis. She complained of slight oppression in 
the chest but at no time was pain severe or prom- 
nent. Death took place a few hours later. 


Autopsy. 

The Heart was not obviously enlarged (it was 
not weighed). The valves were normal. 

Aorta. A small tear, as if cut with a knife, was 
present, just above the aortic valve, with local 
dissection of the aorta and a tear through the 
adventitia into the pericardial sac. The rest of the 
intima was quite smooth and appeared normal. 

All the other organs were healthy. 

Histology. Medial cystic necrosis of the aorta. 

Pathology. The histological changes were first 
described by Erdheim (1929) and have since been 
confirmed by many authors. Briefly, they consist 
of a degeneration and necrosis of the muscle and 
elastic tissue of the media, the fibres of both being 
broken and fragmented with an accumulation of an 
abnormal quantity of mucoid material and the 
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DISSECTING ANEURYSMS AND ‘‘ RUPTURE” OF THE AORTA 


formation of a number of cystic spaces. No inflam- 
matory reaction is piesent (Rottino, 1939). Athe- 
roma, when present, is usuaily slight and in many 
cases is entirely absent. When atheromatous 
plaques have been present the tear in the intima 
has not been in the immediate neighbourhood and 
only rarely have the lesions in the media been sub- 
jacent (Rottino). Syphilis is rarely found and in 
the majority of cases the intima appears smooth 
and healthy. Rheumatic fever does not appear to 
have any bearing on the pathology, evidence of 
valvular disease being very exceptional. 

There are reports of a number of cases 
described as ‘‘ rupture of the aorta ’’ with- 
out dissection of the arterial coats but 
where histological reports have been avail- 
able these have proved to be examples of 
cystic necrosis of the media, the split 
through the intima probably taking place 
at the same time as that through the adven- 
titia and the patient dying of a haemoperi- 
cardium. Other cases have shown only 
slight dissection of the coats of the artery, 
Icm. or less, but there has been extensive 
disease of the media on section. 

Histological examination of the aorta 
from cases of coarctation and rupture of the 
aorta has also shown that medial necrosis 
may be present (Kinney, et al., 1945). 


DIscussION. 
The primary lesion in dissecting 
aneurysms is still rather controversial but 
by many authors is thought to be a medial 
haematoma from rupture of one of the 
vasa vasorum (Mote and Carr, 1942; 
Schitker and Bayer, 1944). This must be 
the cause of the dissection in those cases 
showing no evidence of a tear in the intima, 
(Levy and Bourne, 1946; Bourne and 
Mills, 1947). It would appear, therefore, 
that in some cases at least the initial lesion 
In aortic dissection is a medial haematoma 
following rupture of the vasa vasorum into 
a diseased media. 
It is generally agreed that the common 
aetiological factors leading to dissecting 
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aneurysms are cystic medial necrosis in the 
presence of hypertension, but it is not 
known whether pregnancy has any in- 
fluence on the process. In view of the 
relative frequency of aortic dissection or 
ruptured aorta in pregnant women below 
the age of 40, the problem deserves further 
consideration. 

The physical stress of labour does not 
appear to be closely related as in only 2 of 
Schitker’s series did dissection occur during 
labour. The majority occurred during the 
last trimester and 2 in the puerperium 
(Schitker and Bayer, 1944). There was 
I case at 3 months, 2 at 4, I at 6, 4 at 7, 
5at8,and5atterm. Most of his series were 
primipara in the 8th or gth month of preg- 
nancy. Rupture of the aorta with coarcta- 
tion sometimes occurs during pregnancy 
but again stress of labour does not appear to 
play an important part as few cases have 
been reported, Strassman (1922) and Katz 
(1922) giving details of aortic rupture in 
cases of coarctation during the first tri- 
mester, and Bohm (1930) and Billinghurst 
(1943) reporting 2 other cases which 
occurred in the puerperium. 

Hypertension is an important factor in 
leading to rupture or dissecting aneurysms 
of the aorta and in the majority of cases has 
been known to be present before death, but 
it is not always apparent after the incident 
when some degree of cardiac shock is the 
predominant clinical feature. The blood- 
pressure is usually low or very low after the 
shock accompanying dissection but in many 
of these cases the heart has been found to 
weigh considerably above the average at 
postmortem examination (Klotz and Simp- 
son, 1932, Gobel, 1936; Kinney e¢ al., 
1945; Schitker and Bayer, 1944). Transient 
hypertension is common during pregnancy 
and may occur without any obvious cardiac 
enlargement, and although no evidence of 
hypertrophy can be found postmortem it 
may still beofsomeconsiderable importance 
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in the formation of a dissecting aneurysm 
in the presence of medial degeneration. The 
case reported here showed no evidence of 
cardiac enlargement at autopsy but the 
blood-pressure was 160/85 on admission, 
which in the presence of some degree of 
cardiac shock is perhaps significant. 

Toxaemia is rarely associated, but Wood 
et al. (1932) reported one case in his series 
with severe toxaemia and a blood-pressure 
of 240/130, the heart weighing 510 
grammes. Levy and Wilson (1945) re- 
ported a case in a woman of 20, 8 months 
pregnant, whose blood-pressure was normal 
throughout and the heart normal in size 
postmortem, but the kidneys showed ad- 
vanced glomerulo-nephritis and the aorta 
extensive sub-intimal haemorrhages. There 
was no tear in the intima. 

Syphilitic aortitis is very rarely found 
with aortic dissection or spontaneous 
rupture and very few cases have been 
recorded in the literature, G6dbel (1936) 
quoting one from a series of 8 occurring 
during pregnancy. Extensive search of the 
literature since that time has failed to re- 
veal any other cases associated with preg- 
nancy of the puerperium. 

Coarctation of the aorta is rare in preg- 
nancy but Mendelson (1940), collected 26 
cases from the literature and added 3 more 
ofhisown. There were 5 deaths, 3 of them 
from rupture of the aorta, 2 of them occur- 
ring towards the end of pregnancy (Strass- 
man, 1922; Katz, 1922). Kinney et al. 
(1945) also reviewed reports of cases of 
coarctation in pregnancy and added 10 to 
those in Mendelson’s series, including one 
of their own, but found no more deaths 
due to rupture or dissecting aneurysms. 
Although coarctation of the aorta is an 
added hazard in pregnancy and death may 
follow shortly after confinement from con- 
gestive failure, aortic rupture appears to be 
very uncommon and it is doubtful whether 
it ever occurs without degenerative disease 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


of the media. Harrison (1939) described a 
case of coarctation of the aorta with cystic 
degeneration of the media and expressed 
the view that the lesions were very similar 
to those found in dissecting aneurysms. 

There is experimental and postmortem 
evidence that cholesterol metabolism may 
play a part in the degenerative changes in 
the media. Fat metabolism in pregnancy 
has been investigated by several authors 
and it is generally agreed that there is an 
appreciabie rise in the total blood lipoids in 
the later months (Boyd, 1934; Ross ef al., 
1940). They found no striking differences 
on a basis of diet or toxaemia. 

Duff (1935), working with cholesterol- 
ted rabbits, found, in addition to typical 
athero-sclerotic changes in the intima, focal 
necrosis of muscle in the media and impreg: 
nation of this area with lipoid material. 
Leary and Weiss (1940) in similar experi- 
mental work produced in one rabbit athero- 
sclerosis, medial necrosis and a dissecting 
aneurysm. They also found in further 
experiments that these changes could be in- 
hibited by thyroid feeding. 

Hypoplasia of the thyroid has also been 
shown to accompany degeneration of the 
media in cases dying with advanced myx- 
oedema. Atheroma is common in myx- 
oedema but there has been little information 
as to the condition of the media until 
Kountz (1940) reported 3 cases of aortic 
dissection in patients with myxoedema fol- 
lowing thyroidectomy. The aorta showed 
degenerative changes in the media identical 
with those described as cystic medial 
necrosis. Foster (1944) also described a 
case of advanced hypothyroidism in which 
characteristic lesions were found in the cells 
of the cardiac, skeletal, and smooth muscle 
with the production of vacuoles containing 
mucoid material. They state that these 
lesions were morphologically similar to 
those described by Kountz and Hempel- 
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mann in their case of dissection of the 
aorta after thyroidectomy. 

Some degree of hyperplasia of the thyroid 
is the rule during pregnancy but its exact 
role in this connexion is obscure, The 
physiological demands of the foetus are 
most likely responsible for the increase in 
thyroid activity and failure to meet these 
needs may lead to a relative breakdown in 
cholesterol metabolism, with deposition of 
lipoid material in the media and degener- 
ative changes in the muscle and elastic 
tissue. 


SUMMARY AND CONCLUSIONS. 

Acase of local dissecting aneurysm of the 
aorta with rupture into the pericardial sac 
occurring 3, weeks after confinement is des- 
cribed, and the literature reviewed. 

‘“Spontaneous rupture of the aorta,’ 
even in association with coarctation, prob- 
ably does not occur without degenerative 
changes in the media. 

Cystic necrosis of the media of the aorta 
occurs in association with hypoplasia of the 
thyroid, which in pregnancy may be due 
to failure of the thyroid to undergo physio- 
logical hyperplasia necessary to meet the 
extra demands of the foetus. 
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PREGNANCY TEST WITH THE MALE TOAD (BUFO VIRIDIS) 
BY 
FELIX GAD SULMAN, M.D., D.V.M., 
AND 
EDITH SULMAN, M.Sc., 
The Hebrew University, Jerusalem, Israel 


LITERATURE. 

In 1947 Mainini described a simple and 
rapid test for the diagnosis of pregnancy in 
women, employing the male toad (Bufo 
arenarum Hensel) as the test animal. The 
urine Oi pregnant women, when injected 
subcutaneously into the iymph sac of the 
toad, elicits extrusion of spermatozoa, 
which may be detected in the urine of the 
animal within 1 to 3 hours after the injec- 
tion. Some drops of urine are easily 
obtained from the cloaca by introducing a 
glass pipette. 

At the same time, Robbins, Parker and 
Bianco (1947) described the same reaction 
in the male South African clawed frog 
(Xenopus laevis). * Mainini’s results were 
confirmed by Haines (1948). According to 
Bregman (1949) the use of Palestinian frogs 
for pregnancy tests seemed to be feasible. 
We are deeply obliged to Dr. Bregman who 
taught us his technique. 

In view of such findings we were en- 
couraged to study the possibility of the 
utilization of the Palestinian toad Bufo 
viridis for pregnancy diagnosis with human 
urine. Furthermore, we decided to study 
the use of Rana for this purpose and our 
results with this frog will be reported later. 


MATERIALS AND METHODS. 
Our experiments were performed on 
male toads (Bufo viridis), varying in weight 
from 20 to 50 g., many of them recently 


caught and others kept in captivity for 
approximately a month. Only a few of the 
toads survived this period in spite of being 
kept in a suitable environment. 

Our experiments were performed during 
the months of February to June, 1940, the 
first part of this period being the time of 
natura] propagation of these toads. 

As the test animals can be_ used 
repeatedly, it has been our custom to rest 
the animals for 7 days after the completion 
of a positive test. As a matter of fact, 
spermatozoa appeared within 1 to 3 hours 
and disappeared within 72 hours. A rest 
of 3 to 5 days was considered sufficient 
after a negative test. 

The animals were kept in the laboratory 
in a cool place, each separately in a glass 
jar, avoiding any contact with metal, which 
is lethal for them. They were placed in 
2 cm. of cool water, which was renewed 
once daily. Male toads are easily recog- 
nized by the wart on the dorsum of the 
thumb, which is black when the animals 
are brought in. This pigment sometimes 
vanishes in captivity. 

Since it is impossible to state the exact 
age of toads caught, we tested every toad 
brought into the laboratory for sexual 
maturity. A toad reacting to 10 I.U. of 
chorionic gonadotrophin with extrusion of 
sperm was considered fit for our purpose. 

Injections were given with a 15 gauge 
Record needle, which was_ introduced 
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through the skin of one of the hind legs into 
the muscular layer and from there pushed 
forward until it reached the dorsal lymph 
sac. This method avoided leaking of the 
urine through the skin wound. The animals 
received doses of native filtered urine rang- 
ing-between 1 to 4 ml. As a routine dose I 
ml. was given. Ifit proved to be insufficient 
(because the parallel Aschheim-Zondek 
test was positive), the dose was increased. 
Practically every toad stood the injection 
of 2 ml., but only the larger ones the injec- 
tion of 4 ml. Fluid was removed from the 
cloaca with a dropper pipette, as a rule 
concomitantly with the injection and 3 hours 
after it. If a negative result was found, 
fluid was again aspirated at intervals of 5 
and 12 hours after the injection. 

As a rule the result arrived at after 3 
hours is most reliable and is not improved 
by further readings. Notation of the result 
was done by rough quantitative estimation 
designating the following quantity of 
spermatozoa in the microscopic field ( x 200) 
as follows: 


up to 5 + 

up to 10 + 

up to 20 ++ 
up to 50 +++ 


up to 100 ++++. 


It can be stated that every result from + 
to +++ + indicated clearly a positive 
reaction, variations being independent of 
the weight of the animal or the concentra- 
tion of chorionic gonadotrophin injected in 
the urine. 

Evaluation of the results followed the 
lines laid down in our earlier papers 
(Zondek, Sulman and Black, 1945 and 
1948). Each case was controlled by the 
Aschheim-Zondek test in its rapid-hyper- 
aemia modification and its original form 
carried out on infantile female rats. 
Furthermore, every case was followed up 
clinically. 
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It is a well-known fact to every student of 
pregnancy tests that the reliability of a 
test method cannot be recognized by study- 
ing 100 positive and 100 negative cases. A 
method can only be tested for its reliability 
if a large number of very early preg- 
nancies, disturbed pregnancies, tumours 
and cysts are included in the material. In 
the latter cases gonadotrophin excretion is 
largely reduced. We have classified our 
case material according to the differential 
diagnosis furnished by the clinician. 
Furthermore, we have refrained from 
including cases of normal pregnancy 
attending our social welfare clinics in the 
second or third months of pregnancy where 
there is a natural peak of gonadotrophin 
excretion in the urine. In these latter cases 
all pregnancy tests show a high grade of 
reliability due to the high amount of 
chorionic gonadotrophin in the urine. 


RESULTS. 


We have studied 200 cases as classified in 
Table I. The results can be summarized as 
follows: From 200 cases of different con- 
ditions comprising 60 negative, 70 preg- 
nancies, 8 extra-uterine pregnancies, 27 
threatened abortions, 13 missed abortions, 
g moles, 13 tumours, verified by the 
Aschheim-Zondek test and clinically fol- 
lowed-up, only 180 could be diagnosed by 
the male-toad test. This means an accuracy 
of only go per cent. 

There was never a discrepancy between 
a positive toad-test and reality, in other 
words, a positive toad-test clearly indicates 
pregnancy. This fact proves that there 
exists no spontaneous sperm-extrusion from 
other factors than luteinizing hormone 
(prolan B). 

Chorionic gonadotrophin, if found in 
amounts of less than 333 I.U. (which is in 
our rats 1,000 R.U.) per litre of urine, does 
not elicit a positive pregnancy test in the 
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TaBLe I. 
Case Material Studied with the Aschheim-Zondek and the Toad Test. 
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Diagnosis 


Total of Wrong Percentage 
cases toad of wrong 
examined tests toad tests 


Negative cases 


60 

Normal pregnancies : 

(a) Menses delayed: 5 to 10 days 36 9 25 

(b) Menses delayed: more than 10 days 34 — oO 
Extra-uterine pregnancies : 

(a) Ruptured z 17 

(b) Undisturbed 2 
Threatened abortions : 

(a) Miscarriages II 5 45 

(b) Brought to term ... 16 3 19 
Missed abortioiis: 

(a) First examination 9 pt II 

(b) Second examination 4 
Hydatidiform moles (and after) ... 9 I II 
Miscellaneous tumours 13 
Total. ... 200 20 10 


male toad, but it does so in the infantile 
female rat. Follicle-stimulating hormone 
(prolan A), if occurring alone in the urine 
of women in the menopause, in very early 
pregnancy, or after abortion does not give 
any toad reaction. 

A titration of chorionic gonadotrophin in 
male toads and in infantile female rats 
showed that the amount of chorionic gona- 
dotrophin detectable with rats in the 
hyperaemia test, or by the vaginal smear 
and luteinization is 1/5 of that detectable 
by the male toad test. 


DISCUSSION. 

The forementioned lack of sensitivity of 
the male toad to chorionic gonadotrophin is 
the simple explanation for the high per- 
centage (10 per cent) of false negative 
results. Table I clearly shows that the 
male toad test is fully reliable with all 
clear-cut cases of pregnancy or negative 
cases. However, a laboratory, consulted 
for reasons other than sheer curiosity, will 


have very disappointing results with the 
insensitive toad-test. All cases with reduced 
excretion of gonadotrophin will pass 
unnoticed, as for instance early pregnancies 
(25 per cent false negatives), ruptured 
extra-uterine pregnancies (17 per cent false 
negatives), threatened abortions brought to 
term (19 per cent false negatives)—in these 
cases the wrong results obtained with the 
toad test represent a serious failure. In 
other cases, however, the false negative 
toad test actually predicted the real out- 
come, thus appearing to be a merit rather 
than the reverse: e.g., in threatened abor- 
tions terminated by miscarriage (45 pet 
cent) and missed abortions (11 per cent). 
Even in these cases foetal death could 
also be predicted with the quantitative 
rat ovary hyperaemia test in spite of its 
positive reaction, because the latter test 
through the use of titration offers the 
advantages of a graded response which 
allows prognostical conclusions to be drawn 
(Zondek, Sulman and Black, 1948). 
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Since the toad is only one-fifth as sensitive 
as the rat to chorionic gonadotrophin, an 
attempt may be made to overcome this lack 
by injecting larger quantities of urine into 
the toad, but there is a natural limit to this 
procedure, since larger quantities than 2 ml. 
of urine may kill the animal. 


SUMMARY. 

(1) The reliability of the male toad preg- 
nancy test was studied in 200 cases using 
Bufo viridis as test animal. 

(2) With this test only go per cent of the 
positive cases could be determined. It 
should be remembered that with the 
Aschheim-Zondek test the accuracy is 99 
per cent. 

(3) The ro per cent of failures described 
with the toad test were all false negatives, 
no false positives being encountered. This 
result is due to the highly specific nature of 
this test on one hand, and the large amount 
of chorionic gonadotrophin needed to elicit 
a positive reaction in the male toad on the 
other. 

(4) With chorionic gonadotrophin there 
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exists the following quantitative relation- 
ship: 5 infantile female rat units = I 


adult male toad unit. 

(5) Hence, the pregnancy test with the 
male toad is a valuable supplement to preg- 
nancy diagnosis because of its reliable 
positive answer within 1 to 3 hours, while 
the Aschheim-Zondek test generally takes 
half a day to 4 days. The toad test can, 
however, not be relied upon as a sole test, 
especially for disturbed pregnancies, 
because of its high percentage of false 
negative results (10 per cent). 
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UTERUS PSEUDO-DIDELPHUS WITH SIMULTANEOUS 
PREGNANCIES 
BY 


Lypia B.A., 


M.B., B.S., D.G.O., 


Sabina Lobo Memorial Maternity Hospital, Mangalore, India. 


CONGENITAL abnormalities of the genital 
tract are not uncommon, and pregnancies 
have been often reported in women with 
such defects. Many women may become 
pregnant, and pass through their confine- 
ment without the defect becoming obvious. 
Of uterus didelphus, Findly Palmer states 
that women with such an anomaly are 
unusually fertile (Keevil, 1943). But 
reports of twin pregnancy, whether simul- 
taneous in each horn or contained in one 
horn, are few and far between. Way (1945) 
in recording 32 pregnancies in 12 patients 
with uterine abnormalities does not men- 
tion twin pregnancy as a complication, 
though Berkeley, Bonney and McLeod 
consider that twin pregnancy is slightly 
more than 7 times commoner in the double 
uterus than in the normal (Burton. Brown, 
1948). Itis the rarity of reported cases and 
the fact that I observed the present patient 
from the 4th month of pregnancy to term, 
that induced me to put her on record. 
Points of further interest are: (1) The 
woman had had 2 deliveries without the 
abnormality being recognized. (2) There 
was an interval of 21 days 2 hours between 
the delivery of the 2 foetuses. (3) The 
foetus in the right uterus first presented as 
a vertex but presented by the breech in the 
oth month. (4) There was a strong twin- 
ning tendency in the woman’s family. Her 
mother gave birth to twins in her first 
pregnancy. Her mother’s mother had one 


set of twins. Her mother’s cousin delivered 
identical male twins in my hospital in 
September 1948. 


Case RECORD. 

The patient first came to me on 30th July, 1948, 
with a history of 3 months’ amenorrhoea, and 
wanting the fact of pregnancy to be confirmed. 
Her last menstrual period was on 4th April, 1948, 
She was due to deliver on 11th January, 1949. 

She was a 3-para, aged 34 years. During her 
first pregnancy in 1936, she had bleeding per 
vaginam once in 2 or 3 months and lasting for a 
day. Delivery took place at term and was con- 
ducted by a midwife in the home. The child was 
stillborn 30 hours after rupture of membranes. 
The puerperium was normal. 

The second pregnancy occurred 2 years later, 
in 1938, and there was no abnormal bleeding. 
Delivery was spontaneous at term and the child 
is now Io years old. 

The long interval between the second and third 
pregnancies was due to the absence of the hus- 
band on military service. He had returned in 
January 1948. 

The menstrual history was normal; the men- 
arche was at 17, with 4/28 cycle. Dysmenorrhoea, 
consisting of backache on the first day, disappeared 
after her first delivery. 

The woman was a fairly well-nourished, intel- 
ligent individual of medium height and good pro- 
portions. Haemoglobin 80 per cent; blood-pressure 
120/80. 

In the abdomen there were two cystic tumours 
rising out of the pelvis, each about the size of a 
16 weeks’ pregnancy. There was a space between 
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the cystic masses down to the symphysis pubis. 
My first impression was of bilateral ovarian cysts 
with coincident amenorrhoea. A vulval inspection 
however discovered two vaginal orifices divided by 
a thick, fleshy, vaginal septum. The right orifice 
was parous, the !eft nulliparous and the remains 
of the hymen could still be seen round the latter. 

Examination showed that the septum existed 
only in the lower two thirds of the vagina. Higher 
up in the vaginal vault was a normal parous cervix 
and in the left posterior fornix was a small dimple 
which was unmistakably another cervix, but like 
that of an infantile uterus. It seemed to arise 
from the postero-lateral aspect of the normal 
cervix. An interval of 1 cm. separated the two 
ora, and the left was higher than the right by the 
same interval. 

The right cystic mass was continuous with the 
normal cervix and the left with the smaller cervix. 

The diagnosis was evidently uterus bicornis, 
bicollis and partial vaginal septum. I was later 
informed by Dr. Burton-Brown that it should be 
described as uterus pseudo-didelphus. 

There was apparently a simultaneous pregnancy 
in each horn. 

The woman next came to me at the 24th week 
of pregnancy, and thereafter regularly every week. 

An X-ray of the abdomen was taken at the 24th 
week (Fig. 1) and showed twins, both presenting by 
the vertex. The foetal poles did not seem to meet 
at either end, neither was there any overlapping 
of fotal parts. One was struck with the peculiar 
attitude of the foetuses which could be described 
as being ‘‘ not on speaking terms with each other.”’ 

A second X-ray (Fig. 2) was taken to confirm 
the clinical impression that the foetus in the right 
uterus had changed its presentation into breech at 
the 35th week. 

A complete urological investigation was done to 
tule out abnormalities of the urinary tract which 
frequently accompany genital defects. There were 
no such abnormalities. 

I wished to take a radiograph after inducing a 
pneumoperitoneum so as to delineate the two 
uteri with the contained foetuses, but was reluct- 
ant to risk interrupting the pregnancy. However, 
after the 24th week this investigation was not 
Tequired because the two uteri began to exhibit 
independent intermittent uterine contractions. The 
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diagnosis was therefore confirmed without further 
doubt. 

The course of pregnancy was uneventful. From 
the 30th week onwards the vaginal septum, now 
grossly hypertrophied, protruded from the vulva 
like a cystocele. The patient also complained of 
persistent pain in the left hypochondrium which 
prevented work and sleep. It was probably due 
to pressure of the left uterus which was pushed 
under the ribs by the right one, for it disappeared 
after the delivery of the first child. As described 
above, on 6th December, 1948, at 35 weeks, the 
foetus in the right uterus changed its presentation 
to breech. I admitted the woman to hospital to 
attempt version. 

I was moved to do this for the following reasons : 

The right uterus was the more normal of the 2 
and was likely to deliver first as it most probably 
had been pregnant on the two previous occasions. 
So with the first child as a breech there would be 
difficulty with the after-coming head, both in the 
pelvis and in the partially septate vagina. 

There was no absolute contra-indication to 
version. The twins were in two separate uteri. 

The external version failed twice and I did not 
repeat it under anaesthesia. The second attempt 
was on 14th December. 


First Labour. Labour started in the right 
uterus with rupture of membranes at 1.15 p.m. 
on igth December, 1948. The uterine con- 
tractions were infrequent throughout that day 
and the following day till 6 p.m., after which they 
became stronger and regular. The left uterus 
was quiescent all this while save for occasional 
contractions, not unlike the already observed 
intermittent, antepartum contractions. The 
vaginal examinations revealed a_ progressively 
dilating right os but the left cervix remained closed. 
At 11.30 p.m. on 20th December, 1948, after the 
birth of a leg, I extracted the breech under anaes- 
thesia. There was a little difficulty with the after- 
coming head, which was deflexed. The vaginal 
septum was pushed aside during the extraction, 
and gave no trouble. 

Ten minutes later the placenta separated and was 
expressed, and there was moderate postpartum 
haemorrhage. I had previously decided to give 
pitocin in such an event whatever its effects on 
the other uterus. Within 5 minutes of adminis- 
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tration of 10 units of pitocin the left uterus started 
contracting spasmodically. The pains were almost 
colicky in nature. After 2 hours, however, the 
pains eased, and the patient slept soundly for 12 
hours. 


A vaginal examination, thereafter, revealed that 
the hitherto closed left cervix now admitted one 
finger and it was possible to feel the bag of mem- 
branes. It had been feared that the left cervix 
being infantile might, in addition, be atresic and 
pregnancy have occurred through a_ fertilized 
wandering ovum. 


First Puerperium, The patient was allowed to get 
out of bed on the 6th day. Thence she was once 
more treated as a pregnant woman waiting until 
term for the second delivery. The pregnancy was 
now complicated by the tumour formed by the 
partially involuted right uterus, which was pushed 
to the extreme right as the left took to occupying 
a more central position. 

There was lochia for 6 days, the uterus involuted 
only up to 2 inches below the umbilicus after which 
it remained stationary. Colostrum was present in 
both breasts on the third day but there was no 
milk secretion. 

The first baby was a premature male child 
weighing 6 pounds (2,724 g.). Its length from heel 
to crown was 17% inches. It became shrivelled 
and lost weight on the second day. It was nursed 
by other mothers in the hospital. 

About 8 days after the first delivery, the patient 
began to complain of pain over the bladder region. 
For want of another reason, and as the pain dis- 
appeared immediately after the second delivery, 
I could only surmize that it was due to the drag 
of the vesico-rectal fold of peritoneum, which 
must have been twisted out of place by the preg- 
nant left uterus occupying now a central position. 
Such a fold of peritoneum has been commonly 
described in uterus didelphus (Berkeley and Bon- 
ney, 1944). 


Second Labour. On oth January, 1949, the 
patient went into labour again at about 9 a.m. 
The presentation was vertex, left occipito trans- 
verse. At 9.40 p.m. the membranes ruptured. A 
vaginal examination two hours later showed a 
dilating left cervix and the cervix itself, which was 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


placed posteriorly at first, now occupied an antero- 
lateral position. The other cervix was pushed to 
the extreme right and posteriorly almost out of 
the pelvic cavity. The left cervix had so rotated 
that it was in the best position for the vertex to 
negotiate the birth canal and conserve uterine 
polarity. At 1.40 a.m. on 1oth January, 21 days, 
2 hours and to minutes after the birth of the first 
child, the second child was born spontaneously, 
via the defect in the vaginal septum and out of 
the right vaginal orifice. The septum gave no 
trouble. The left vaginal orifice dilated only toa 
slight extent. The rest of the labour was normal. 


Second Puerperium. There was lochia for 6 days. 
The breasts started secreting milk on the 3rd day. 
Both uteri started involuting progressively. 

The baby was a mature male child also weighing 
6 pounds (2,724 g.). Its length from heel to crown 
was 1g inches. The first baby weighed 5% pounds 
(2,500 g.) on the birthday of its twin. 

A very imteresting observation was the charac- 
ter of the pains. During the first delivery the pain 
was felt only over the small of the back, over the 
right uterus and it radiated into the right thigh. 
It was characteristic in that the patient made an 
attempt to massage only the right side of her 
abdomen and the right thigh. During the second 
delivery the pain was fe't predominantly over the 
left uterus and the left thigh. But there was pain 
on the right side as well, probably due to overflow 
of pain sensation through a nervous mechanism 
already rendered sensitive by the first delivery. 


The patient was discharged well with the 
2 babies at request 10 days after the second 
delivery. She wished to avoid the crowds 
of people who came to see her out of 
curiosity. It was, however, a matter of 
great satisfaction to me that she went 
through both deliveries and both puerperia 
without infection. 


A postnatal vaginal examination 3 
months later showed both cervices to be 
small and almost flush with the vaginal 
vault. There was an interval of I cm. 
between the two ora. Bimanually the 
the two uteri were found to be distinct and 
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Fic. 1. 
Twins, both vertex. Note the wide separation of the foetal outlines. 
(24th week.) 


L.C. 


' 


Fic. 2. 


Twins, right breech, left vertex. (35th weck.) 
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Fic... 3. 


Ilystero-salpingogram showing the 2 uterine cavities. 
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to have involuted well. Each was the size 
of a normal uterus. Lipiodol was injected 
into the two uteri and a hystero-salpingo- 
gram taken. It revealed two distinct uterine 
cavities (Fig. 3), each in continuation with 
the respective Fallopian tube. 


COMMENTS. 


1. An external version was attempted on 
the breech to obviate difficulty with the 
after-coming head. It is quite possible that 
the premature labour was due to this. But 
I feel that premature labour was inevitable 
because nature would have judged that a 
premature child of 6 pounds was quite 
capable of independent existence. Besides 
premature labours are common in abnor- 
mal conditions of the uterus. 


2. With the onset of labour in the right 
uterus and the presence of uterine inertia, 
I could have forced the situation and 
delivered both foetuses by Caesarean 
section. It would have been a correct pro- 
cedure, too, because the first was going to 
be a breech delivery complicated by a 
tumour (left pregnant uterus). The follow- 
ing factors decided me against this: 


(a) The foetus was only 37 weeks old and 
so I did not expect delivery to be difficult 
in spite of the tumour, which was com- 
pletely an abdominal one. 


(b) The woman was a multipara and 
breech delivery would not be difficult. 


(c) When I discovered that only one 
uterus was acting and that the other was 
quiescent I realized that this was a good 
opportunity to study the subject of super- 
foetation and that of the hormonal aspects 
of the onset of labour. 


(d) Difficulty in rearing premature 
children, especially in India, made me 


averse to delivering both foetuses as prema- 
ture. 


3. I would, however, like to stress the 
psychological effect of the situation on 
the woman. It took her nearly a week to 
get used to a foetus within and an infant 
outside, to be a pregnant woman as well as 
a parturient. A_highly-strung woman 
would have broken down under the mental 
conflict. It may be that in such cases 
the correct treatment would be to deliver 
the second child by a Caesarean section 
and to sterilize the woman if she has 
the required number of children. If not, an 
amputation of one horn of the uterus 
should be done later so as to prevent recur- 
rence of such a situation. 


4. I would also like to stress the import- 
ance of intermittent uterine contractions. 
In the latter months of pregnancy it was 
only this fact that clinched the diagnosis 
between simultaneous pregnancies in a 
double uterus and a normal uterine preg- 
nancy with an abdominal pregnancy. Very 
few books make a note of this as an import- 
ant negative sign in the diagnosis of 
advanced abdominal pregnancy. 


5. I regret I was not able to follow the 
case with hormonal studies as I did not 
have the facilities. It would also have 
been interesting to study the effect of 
nursing the baby on the pregnant left 
uterus and on milk secretion after the first 
delivery. 


DISCUSSION. 


Two points merit discussion : 

Superfoetation. According to our con- 
ception of superfoetation it is superposition 
of pregnancy on an already existing one, 
either in a single or a double uterus. 
Theoretically this is possible in a single 
uterus up to the third month before the pre- 
existing ovum has filled the uterine cavity. 


; 


1022 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


But it is difficult to conceive of birth of live 
twins at an interval of several days from a 
single uterus. After the birth of the first 
child an attempt is always made to deliver 
the second foetus, else there would be in- 
fection of the latter through the patent 
cervical canal and its death, especially in 
the pre-penicillin and sulpha-drug era. So 
wherever superfoetation has been suspected 
as judged by an interval in the births of 
live twins it may be surmised that there has 
been a double uterus. Otherwise we have 
to accept the incongruity of a patent cer- 
vical canal, a raw placental site, a lochia- 
ting uterus and a foetus continuing to grow. 
In support are the two cases quoted by 
Ramsbotham where there was an interval 
between the deliveries of twins and both of 
which occurred in a double uterus (De Lee 
and Greenhill, 1947). The problem of 
superfoetation, however, would be better 
elucidated by paying more attention to the 
ages of foetuses at simultaneous births 
rather than to the interval between their 
births. Though we have fixed the normal 
duration of labour as 280 days from the 
first day of last menstruation, we are still 
aware of the vague problem of post- 
maturity. Legally 333 days have been 
allowed for a normal pregnancy (Browne, 
1946). Therefore, in a case of double 
uterus with simultaneous pregnancy, con- 
ception occurring at the same time and there 
being no superfoetation, the babies could 
be born at an interval of 53 days and if the 
first be premature, the interval could be 
longer. In the case reported above there 
was no postmaturity but one child was pre- 
mature and the other a term baby. So 
could it be suggested that the true test of 
superfoetation is a definite difference in the 
ages of fresh twin foetuses born at the same 
time? The term fresh is used because the 
age of a macerated foetus cannot be judged 
accurately. 


Hormonal aspect of onset of labour. 
R. M. Corbet, at a meeting of the North of 
England Obstetrical and Gynaecological 
Society (1945), discussed a case of uterus 
pseudo-didelphus, pregnant in one horn, 
He reported that a decidual cast was passed 
from the non-pregnant uterus 10 days prior 
to the delivery of the pregnant uterus. He 
suggested that the horns of the bicornuate 
uterus could act independently and that 
onset of labour could not entirely be due to 
a change in the hormone balance. Corbet’s 
suggestion is more than amplified in the case 
quoted above. There were two definite 
labours in the two uteri at an interval of 21 
days. If a certain concentration of hor- 
mones was required for the onset of labour, 
both uteri should have started labour at the 
same time. Further, ro units of pitocin 
given after the delivery of the first uterus, 
though it started spasmodic contractions 
in the second uterus, failed to initiate 
labour. If, therefore, hormones have a 
part in the initiation of labour we have to 
invoke a specific reaction of the uterus, the 
nature of which we have still to find out. 


SUMMARY. 


1. A case of uterus pseudo-didelphus 
with simultaneous pregnancies in both 
horns has been reported. 


2. The most interesting clinical feature 
was the interval of 21 days, 2 hours and 10 
minutes between the twin deliveries. 


3. A commentary on the management 
has been included. 


4. The subjects of superfoetation and the 
hormonal aspect of labour have been 
shortly discussed. 


I am indebted to Professor F. J. Browne 
and Dr. J. R. C. Burton-Brown for their 
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kind interest in my case. My thanks are 
also due to Dr. P. Narayana Rao who 
watched the patient with me through both 
her deliveries. 
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RUPTURE OF THE TRANSVERSE UTERINE SCAR AFTER 
LOWER SEGMENT CAESAREAN SECTION 


BY 


R. F. Lawrence, M.D., M.R.C.O.G., 
Senior Tutor in Obstetrics and Gynaecology, University of Leeds. 


THE lengthening list of indications for 
Caesarean section makes the management 
of subsequent deliveries a problem which 
confronts the obstetrician with ever-increas- 
ing frequency. Where the _ original 
Caesarean section was performed for a 
non-recurrent indication, subsequent 
vaginal delivery may reasonably be ex- 
pected, and it is customary to allow such 
patients to go into labour. Even where 
elective repeat Caesarean section has been 
decided on, some _ obstetricians defer 
operation till labour has started and the 
lower segment is well formed. The number 
of occasions, therefore, on which the area 
of the previous scar is subjected to the strain 
of labour must be considerable. Experience 
has shown that the claims made by the 
protagonists of the lower segment operation 
that the scar of the transverse uterine 
incision is less liable than the scar of the 
classical incision to rupture under the strain 
of subsequent pregnancy and labour are 
justified. The occurrence of 2 cases of 
rupture of the lower segment scar in the 
practice of the Maternity Hospital at Leeds 
serves as a reminder that this danger, how- 
ever remote, is one which deserves due 
consideration when deciding the method of 
subsequent delivery. The magnitude of 
this danger is difficult to assess. Holland’s 
figures for the classical operation have no 
exact counterpart for the lower segment 
operation, though numerous analyses of 
large series of lower segment operations 
have been published in which a numerical 


estimate of this risk is made: the figures 
given suggest that the risk of rupture of the 
lower segment scar is about one-tenth that 
of the classical scar, but since the data from 
which these calculations are made are not 
always clearly stated, it is difficult to accept 
them as authoritative. An effort has there- 
fore been made to supply this deficiency 
by examining the records of women de- 
livered in this hospital after a previous 
lower segment operation, irrespective of 
whether the original operation was _per- 
formed in the hospital or elsewhere. 
Among this series of cases in which the 
uterine scar was tested by subsequent preg- 
nancy and labour, rupture of the scar 
occurred twice. 

Analysis of Pregnancies following lower 
segment Caesarean section (transverse 
uterine incision) 1931-1948: 


Primary operations 1,161 
Patients who subsequently conceived 353 
Total subsequent pregnancies. 472 
Result of subsequent pregnancies :— 
Abortion 23 
Vaginal delivery 121 
Repeat section (a) Not in labour 139 
(b) In labour 189 
Number of cases of rupture of uterine scar 2 


Calculated incidence of rupture: 
Per cent 
2 cases in 1,161 primary operations 0.17 
2 cases in 472 subsequent pregnancies 0.42 
2 cases in 449 subsequent full time 
pregnancies 0.47 
2 cases in 310 subsequent labours 0.65 
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RUPTURE OF THE TRANSVERSE UTERINE SCAR 


Case No. 1. A primigravida aged 30, attended 
the antenatal clinic for the first time on 19th April, 
1937, when 20 weeks pregnant. She was found to 
have mitral stenosis and attended the clinic 
regularly until the 38th week, when she was 
admitted to hospital on account of increasing 
breathlessness. 


Ten days later labour was induced by puncture of 
the membranes. After 48 hours, labour had made 
little progress, and the cervix was only 1 finger 
dilated. 

The patient now showed evidence of mental 
and physical distress, and it was decided to 
deliver her by Caesarean section. Under general 
anaesthesia lower segment section was performed, 
the transverse incision in the uterus being closed 
by a double layer of continuous catgut sutures and 
the abdomen closed with drainage. The child 
weighed 8 pounds 3 ounces (3,757 g-). There was 
irregular pyrexia until the 16th day of the 
puerperium, but thereafter progress was normal. 


The woman was next seen on 11th January, 
1939, When 22 weeks pregnant. At the 36th 
week she was admitted to hospital with shortness 
of breath and oedema of the ankles. She was dis- 
charged after 10 days, and she was re-admitted in 
labour at term, having had vague pains for about 
6 hours. The pulse-rate was 120; the abdomen 
was pendulous, there was excess of liquor amnii, 
and the position of the foetus was in doubt. Seven 
hours after admission the membranes ruptured, 
and the foetus was found to be presenting by the 
breech, which was still above the pelvic brim. 
Strong pains continued for a further 4 hours, when, 
as no material progress had been made, Caesarean 
section was performed. On separating the bladder 
from the front of the lower uterine segment, it was 
found that the scar of the previous lower segment 
operation had ruptured, the tear being about 114 
inches in length. The rupture was extended and 
a living child weighing 8 pounds r ounce (3,627 g.) 
was delivered. The uterine incision was closed 
with a double layer of continuous catgut sutures. 
Sterilization was performed by crushing and 
ligation of the Fallopian tubes and the abdomen 
closed with drainage. There was mild pyrexia for 
the first 3 days, but thereafter the puerperium was 
normal and the patient was discharged on the 21st 
day. 
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Case No. 2.* A primigravida, aged 36, was first 
seen in hospital on zoth November, 1945. She had 
been married 1 year, and her menstrual periods, 
though the cycle remained regular, had been getting 
scantier for 2 years: her last period started on 14th 
February, 1945, and she attributed the subsequent 
amenorrhoea to early onset of the menopause. On 
17th November, 1945, after 39 weeks’ amenor- 
rhoea, she consulted her doctor on account of 
numbness of the hands: the presence of a preg- 
nancy was then discovered for the first time and 
she was referred to hospital. 


She was found to be almost at term; the lie was 
oblique, the head being in the left flank, the 
breech in the right iliac fossa, and the spine lying 
across the pelvic brim. Her blood-pressure was 
180/110 mm. Hg. She was admitted to hospital 
where radiography confirmed the clinical findings. 
External version was attempted, but even under 
anaesthesia was not completely successful; the head 
was pushed over the pelvic brim but could not be 
made to engage. Labour began spontaneously at 
18.00 hours on 23rd November, 1945; by 21.00 
hours strong contractions were occurring every 2 
or 3 minutes, but the oblique lie had recurred. It 
was, therefore, decided to deliver by Caesa- 
rean section. General anaesthesia was 
duced, and lower segment section was performed, 
the transverse lower segment incision being closed 
by 2 rows of continuous catgut. The child weighed 
5 pounds 10 ounces (2,610 g.) and caused no 
anxiety. Apart from a temperature of 99°F. for 
the first 48 hours, the puerperium was uneventful, 
and the patient was discharged on the 15th day. 


in- 


She was not seen again till 25th February, 1947, 
when she attended the antenatal clinic. Her last 
menstrual period had started on 15th July, 1946, 
and the expected date of confinement was 22nd 
April, 1947. She was found to be about 34 weeks’ 
pregnant, but owing to her obesity the position of 
the foetus could not be defined. She was seen 
regularly thereafter; the position of the foetus 
differed at each visit, and malpresentation recur- 
red after external version on two occasions. 


On 23rd April, 1947, the day after the expected 


* This case is included in the checked figures of 
Marshall and Cox (1949). 
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date of confinement, the woman was admitted to 
hospital to await labour. The position of the 
foetus, which remained unstable, was frequently 
corrected until 9th May, 1947, on which day (18 
days after expected date of confinement) a medical 
induction was started. After a total of 15.6 units 
of pitocin (1.2 units half hourly for 13 doses) 
uterine contractions started at 14.00 hours, and at 
17.00 hours became strong. At 17.15 hours the 
patient complained of severe pain over the pubis: 
it was persistent and did not vary in intensity. 
There was tenderness and slight rigidity over the 
lower part of the abdomen, particularly in the right 
iliac fossa: there was no evidence of shock, the 
pulse remaining at 80 per minute and the blood- 
pressure at 150/100 mm. Hg. The general picture 
suggested a mild accidental haemorrhage. 


The foetal lie was longitudinal and the head 
appeared to be entering the brim satisfactorily, so 
it was decided to observe further progress before 
deciding to intervene. By 22.00 hours there was 
no material change and, in spite of regular, weak 
contractions there had been no further descent of 
the head: the pain in the lower abdomen remained 
unaltered. 


Under general anaesthesia the abdomen was 
opened through the previous scar, revealing a sub- 
peritoneal haematoma extending across the front 
of the uterus, its upper limit formed by the 
attachment of the visceral peritoneum to the upper 
uterine segment: on the right the haematoma 
extended into the broad ligament. 


The peritoneum over the haematoma was incised 
and evacuation of the blood-clot revealed a rupture 
about 3 inches long in the lower uterine segment 
at the site of the previous incision, extending 
mainly to the right lateral border of the uterus. The 
rupture was extended and a living child weighing 
7 pounds 8 ounces (3,375 g-) was delivered. Sub- 
total hysterectomy was then completed, the 
uterus being divided at the level of the ruptured 
scar. 


The post-operative course was afebrile and 
the patient was discharged on the 16th day. She 
was seen at the postnatal clinic 6 weeks later, when 
her general condition was found to be satisfactory 
apart from haemoglobin of only 75 per cent and 
the development of a keloid in the abdominal scar. 
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DISCUSSION. 

In 1934 Trillat asked ‘‘ L’incision trans- 
versale du segment prévient-elle mieux les 
ruptures que lincision longitudinale habit- 
uellement pratiquée?’’ and supplied the 
answer ‘‘C’est un point que l’avenir seul 
pourra élucider.”’ 

By this date the lower uterine segment 
operation was superseding the classical 
operation but the longitudinal uterine 
incision was still in common use. During 
this era rupture of the scar during subse- 
subsequent pregnancy or labour, though 
much less common than after the classical 
operation, still occurred with considerable 
frequency, and the literature of the period 
contains numerous accounts of such catas- 
trophes. With the wider adoption of the 
transverse incision, confined strictly to the 
lower segment of the uterus, the incidence 
of rupture, as measured by the frequency 
with which such cases have been reported, 
appears to have diminished considerably. 
The literature of the last 15 years contains 
only a small number of published cases of 
uterine rupture after lower segment section. 
The exact number in which the transverse 
incision was used is difficult to establish, 
since, as Erbsloh (1942) points out, many 
of the cases are reported in insufficient 
detail to enable the technique to be identi- 
fied. Marshall (1939) has also pointed out 
that confusion is caused by the use of many 
terms, e.g., the lower segment operation, 
laparotrachelotomy, cervical Caesarean 
section, coelioisthmotomy, etc., which may 
or may not be synonymous. It is, there- 
fore, not possible to decide with certainty 
in every case whether the longitudinal or 
transverse incision was used, but even if the 
doubtful cases are added to those in which 
the transverse incision was known to be 
used, the total is extremely small. 

Cases of rupture have been described 
by Motta (1938) after sectio cesarea 
soprasinfisaria; by Sheldon (1936) after 
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RUPTURE OF THE TRANSVERSE UTERINE SCAR 


Kerr Caesarean section (case number 26); 
by Hindman (1948) after Kerr hysterotomy 
(case number 2); by Grusetz and Tisdall 
(1942) after lower segment Caesarean 
section: by Fournier and Estienny (1936) 
after césarienne basse, the incision being 
confined to the lower segment but not more 
precisely described; by Schebat and 
Laffargue (1938) after césarienne supra- 
symphysaire: by Ebergenyi (1940) 
(2 cases); and by Traina Rao (1938). 

In addition cases are mentioned” by 
Acken (1940) after ‘‘ low flap Caesarean 
section ’’; by Burkons (1941) after cervical 
section (2 cases); by Duckering (1946) 
after ‘‘low flap section’’ (3 cases); by 
Beacham and Varino (1945) after laparo- 
trachelotomy (case number 50); and by 
Duepmann (1948) after Doerfler Caesarean 
section. Erbsloh (1942) mentions a case 
described by Fuchs, and Grusetz and Tis- 
dall (1942) also mentions 4 cases known to 
them but yet unpublished. 

Among the cases reported there does not 
appear to be any one in which the trans- 
verse uterine scar ruptured before the onset 
of labour. From this it may reasonably 
be supposed that the risk of rupture during 
pregnancy is for all practical purposes non- 
existent. Calculation of the risk of 
rupture should therefore be based only on 
cases in which the scar was subjected to the 
test of labour. Among 353 patients of 


whose 472 subsequent pregnancies the 
results are here analyzed, labour of at least 
3 hours’ duration was permitted on 310 
occasions: the outcome in I2I cases was 
delivery by the natural passages, and in 
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189 cases repeat Caesarean section was 
necessary. The uterine scar was therefore 
adequately tested on 310 occasions, result- 
ing in rupture in 2 cases. It is considered 
that these figures provide a reliable index 
of the strength of the scar and that the risk 
of rupture (0.65 per cent) is sufficiently 
small to justify continuation of the existing 
policy of permitting a trial of labour 
regardless of the indication for the previous 
operation. 
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OXYGEN THERAPY FOR THE NEWBORN 
BY 


THomAs J. C. MacDona.Lp, Ph.D., M.D., D.A. 


Consultant Anaesthetist to the North-Eastern (Scotland) Regional 
Hospital Board 


OXYGEN therapy for the newborn has long 
been a troublesome problem for the obstet- 
rician. Cyanosis which persists and demands 
a higher-than-air concentration of oxygen 
is seen in the premature, the aletectatic, 
and those with depressed respiration due 
to maternal narcosis. Delay in relieving 
this cyanosis may have a_ far-reaching 
effect, particularly on the higher metabolis- 
ing pre-frontal cells of the brain. Whether 
mental changes in later life bear any rela- 
tion to continued want of oxygen at birth 
is not the purpose of this brief paper. 
Administration of oxygen by _ nasal 
catheter, mask, funnel, or bell oxygen tent, 
has long been the accepted practice, but it 
interferes considerably with the extraction 
of mucus and general nursing and feeding 
of the child. The object of facilitating 
nursing while the child remained in a 
predetermined concentration of oxygen 
prompted me to design a box. This box is 
made of metal, tinned sheet iron, for ready 
and perfect sterilization. Its measurements 
are: 8 inches deep by Io inches broad by 8 
inches high, having approximately a 10- 
litre capacity, and it is open at the top. This 
is possible because of the fact that the 
specific gravity of oxygen is so much 
heavier than air that it remains at the 
bottom of the box. One side is horizontally 
divided with a neck hole also horizontally 
divided. This neck-hole, 45 inches gross 
‘in diameter, is lined with 3-inch sorbo 
rubber. The child’s head is placed through 


the neck hole, and the topslide closed. The 
lowest point of this neck hole is 1 inch from 
the bottom of the box, and allows of a bran 
pillow, r-inch thick, being placed at the 
bottom of the box. There isample room for 
the child’s neck in this neck-hole, and any 
discrepancy in fit can be taken up by lightly 
placing cotton wool round the child’s neck. 
Oxygen is delivered through two_ tubes 
which open 13 inches from the foot of the 
box. 

Samples or air were taken, with a child 
in situ, at the level of the child’s face, and 
just inside the top of the box. The follow- 
ing readings were taken of the oxygen per- 
centages at various rates of oxygen flow. 


Rate of flow of Oxygen Concentration of Oxygen 


Top Bottom 
4 litre per minute 25.1 per cent 25.7 per cent 
1 litre per minute 26.6 ,, ME: Si 
2 litres per minute 30.6 ,, 66:0 4 
3 litres per minute 34.4 80:9 55 
4 litres per minute 49.7 95-7 


A hygrometer showed that the humidity 
remained at 60 per cent with the lowest 
oxygen flow. 

Carbon dioxide, with 1 litre flow, was 
0.35 per cent at bottom, and 0.2 per cent 
at the top. 

The average sized cot easily accom- 
modates the box and baby. 

These boxes have been in use at the 
Aberdeen Maternity Hospital for the past 
two years, and have been found to have the 
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OXYGEN THERAPY FOR THE NEWBORN 


following advantages over other means of 
oxygen therapy : 


(1) The box can be boiled, thereby ensur- 
ing the total destruction of such organisms 
as staphylococci and streptococci. 


(2) The child can be nursed and fed easily 
without removal from the box and without 
disturbing the concentration of oxygen in 
which it is lying. 


(3) The body of the child can be kept at 
any required temperature without affecting 
the temperature of the air inspired. 


(4) Humidity is maintained at about the 
optimum point with normal oxygen flow. 
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(5) Carbon dioxide remains at a level low 
enough to be unlikely to interfere with the 
child’s metabolism. 


(6) It is simple, durable, and cheap to 
produce, and since in our experience it is 
efficient, the method should be widely 
used. 


I am indebted to Dr. Alexander Lyall, 
Biochemist to the Aberdeen Hospitals 
Group, for kindly carrying out the estima- 
tions of the oxygen percentages by the Hal- 
dane apparatus. 

This box is manufactured by Medical and 
Industrial Equipment, Ltd., 12 New 
Cavendish Street, London, W.1. 
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PREGNANCY IN A CASE OF VAGINA DUPLEX WITH THE 
SEPTUM IN A CORONAL VAGINAL PLANE 
BY 
S. Mackin, B.Sc., M.D., 
AND 


I. W. Monte, M.B., Ch.B., 
Depariment of Anatomy, University of Manitoba, Winnipeg, Canada. 


No case of double vagina similar to that 
described below has been found in the litera- 
ture. The peculiarity is that, instead of lying 
in the sagittal plane, as is usual in such 
cases, the vaginal septum is situated in a 
coronal vaginal plane, dividing the vagina 
into anterior and posterior channels. 


Case History. 

The patient, aged 22 years, a fairly well-nourished 
female of small stature, presented herself on 7th 
July, 1948, desiring to know if she was pregnant. 
Her past history and family history were negative. 
Menarche at the age of 16; the periods have been 
very irregular, usually separated by an interval of 
1 to 6 months and lasting on the average 1 to 2 days. 
Occasionally there has been slight dysmenorrhoea. 
She was married in October 1946, and has never 
used contraceptives. Dyspareunia, marked on 
some occasions and noticeably absent on others, 
has gradually lessened. 

The general examination was essentially negative 
except for atopic eczema of both hands. She 
weighed 7 stones 2 pounds; blood-pressure, 120/80; 
blood examination : Wassermann reaction negative; 
Rh negative; Group O (iv), Hgb. 12.5 g. per cent; 
urine normal, 

The pelvic measurements were: interspinous 81% 
inches (22 cm.); intercristal 10 inches (25 cm.); 
external conjugate, 6.8 inches (17 cm.); X-rays 
showed the pelvis to be of gynaecoid type. 

Examination of the vagina revealed a septum 
lying in the coronal plane and dividing the passage 
into anterior (cranial) and posterior (caudal) chan- 


nels (Fig. 2); the cervix projected into the cranial 
end of the former. The attachment of the septum 
to the right vaginal wall extended as far as the 
introitus while on the left side it terminated one half- 
inch (12 mm.) above this level (Fig. 1). The cranial 
extent of the antertor compartment was 4!; inches 
(11.4 cm.), that of the posterior compartment 3 
inches (7.6 cm.). The upper end of the septum 
met the posterior vaginal wall at an acute angle. 

The septum could be stretched, and each surface 
presented a rugose mucous membrane closely 
resembling that of the anterior vaginal wall. The 
mucous membrane of the posterior vaginal wall was 
less elastic and less rugose. 

Combined pelvic and abdominal examination 
revealed a slightly enlarged single uterus. 

The patient was informed of the anomaly and the 
diagnosis of pregnancy was confirmed at a later 
date. 

The course of the pregnancy was uneventful. On 
roth March, 1949, the woman was delivered of a 
live male child in the Grace Hospital, Winnipeg, 
the duration of labour being 9 hours 10 minutes, and 
the presentation right occipito-posterior which 
rotated spontaneously to occipito-anterior. The 
septum did not interfere with parturition in any 
way. Just prior to the delivery of the head a small 
portion of the free edge of the septum was removed 
for biopsy. 

The child weighed 6 pounds 11 ounces, and 
showed no congenital anomalies. 

The puerperium followed a normal course, and 
the patient was discharged on the 7th day nursing 
her child. 


1030 


P 
hope 
et 


PREGNANCY IN A CASE OF VAGINA DUPLEX 


(a) 


(b) 


Fic. 1. 


Diagram indicating the position 
septum and channels. 


and dimensions of the vaginal 
Key as for Fig. 2. 


(a) Sagittal plane; (b) coronal plane. 


DISCUSSION. 

Whilst an antero-posterior septum in 
the vagina can be explained by persistence 
of the temporary septum formed by fusion 
of the paramesonephric ducts, and a trans- 
verse septum by incomplete breakdown of 
the vaginal cord, it is much more difficult 
to account for a septum lying in a coronal 
plane. This anomaly has at least 4 possible 
explanations : 

(1) Incomplete separation of the uro- 

genital sinus from the hind gut. 

(2) Imperfect canalization of the vaginal 

cord. 

(3) A diverticulum of the posterior wall 

of the urogenital sinus; or 

(4) Persistence of the posterior part of the 

hymen. 

(t) Would imply that, in the case des- 
cribed, the posterior vaginal chamber was 
the terminal part of the hindgut, and that 
the septum was the incompletely descended 
urorectal partition which in the embryo 
separates the urogenital sinus from the hind- 
gut. The presence of normal anal and 


perineal regions, however, is against this, 
and such an origin is considered improbable. 

In deciding which of (2), (3), and (4) 
would be the most likely, the position of the 
carunculae myrtiformes, as indicative of the 
attachment of the hymen, is important. If 
the posterior channel were derived from 
incomplete canalization of the vaginal cord, 
producing a posterior diverticulum, then it 
should lie superior to the hymen, the 
carunculae being inferior to the septum 
and to the opening of the posterior 
chamber; if, on the other hand, the pos- 
terior channel were derived from a diverti- 
culum of the urogenital sinus wall, 
inferior to the region in which the hymen 
forms, then the carunculae should be found 
not only on the anterior vaginal wall but on 
the anterior aspect of the septum. Examina- 
tion showed neither to be the case; the 
carunculae being found on the anterior and 
lateral vaginal walls; when traced posteri- 
orly, they became continous with the lower 
free edge of the septum. This makes sug- 
gestion (4) the most probable, namely, that 
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the septum is the remains of the posterior 
part of the hymen; for it is well known that 
the position and extent of the hymenal 
remains are subject to much variation (Von 
Hofmann, 1898). The posterior vaginal 
chamber, in the case described, is then to 
be considered a cul-de-sac between. the 
remains of the hymen and the true posterior 
vaginal wall. 

The markedly oblique lie of the septum 
may be accounted for by the occurrence of 
coitus in the posterior vaginal chamber with 
gradual stretching and deepening of that 
structure; the occasional marked dyspar- 
eunia experienced by the patient supports 
this contention. The absence of rugosity 
of the mucous membrane covering the 
posterior wall of this chamber could be 
explained by the same stretching process. 

Failure of the patient to conceive, des- 
pite her desire to become pregnant, until 2 
years after marriage might be partly 
accounted for by frequent insemination into 
this blind-ending channel; Sigler (1928), 
and more recently Granjon and Bommelaer 
(1949), have stressed the importance of 
vaginal anomalies in sterility. 

The possibility of such a hymen being 
associated with hematocolpos is excluded 
by the patient’s history: menarche not 
delayed and menstrual flow moderate in 
amount. 

Histological examination has shown the 
septum to consist of well vascularized con- 
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nective tissue with non-keratinized strati- 
fied squamous epithelium covering both 
surfaces and the free margin; muscle 
tissue was absent. It is probable that the 
abundant connective tissue has been pro- 
duced partly by repeated trauma from 
coitus (Fig. 3). 

For purposes of record the anomaly has 
been classified as uterus (corpus simplex et 
cervix simplex) et vagina duplex (corona- 
rium) or Co—I; Ce—I; V—II (cor) 
according to the scheme of Monie and 
Sigurdson (1950). 


We wish to express our thanks to Prof. 
I. Maclaren Thompson of the Department 
of Anatomy, University of Manitoba for 
helpful advice and criticism. 

The photograph was taken by Mr. J. 
Seale of the Department of Clinical Photo- 
graphy of the University of Manitoba. The 
photomicrograph is the work of Miss L. 
Nason of the Department of Pathology of 
the University of Manitoba. 
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Fic. 2. 
Photograph (before labour) showing septum and vaginal channels. 
‘septum; ac— anterior vaginal channel; pe--posterior vaginal channel. 


Fic. 3. 
Photomicrograph of a portion of free edge of 
vaginal septum. Stratified squamous epithe- 
lium covers vascularized connective tissue 
core. A small segment of the left border is 
denuded of epithelium probably as a result 

of labour. 

(Haemalum and Eosin, x 48) 
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INCREASED GONADOTROPHIN PRODUCTION IN A CASE OF 
DETACHMENT OF PLACENTA DUE TO 
PLACENTAL HAEMANGIOMA 


BY 
FELIX GAD SuLMAN, M.D., D.V.M., 


AND 


EDITH SULMAN, M.Sc., 
Hebrew University, Jerusalem, Israel. 


Ir in the second trimester of pregnancy a 
uterus becomes oversized, the necessity for 
a differential diagnosis between chorion- 
epithelioma, hydatidiform mole, plural 
pregnancy, placental haemangioma or 
detachment of placenta with retroplacental 
haematoma arises. Differential diagnosis 
is not always possible because of the follow- 
ing difficulties. During the second and part 
of the third month of pregnancy gonado- 
trophin-excretion is at its peak, attaining 
values as high as 500,000 I.U. per litre 
urine. Hence a reliable answer on the 
gonadotrophin-titre of pregnancy urine can 
only be given in the first month of preg- 
nancy and from the end of the third month 
of pregnancy up to term, provided that 
reliable data are available. 

If gonadotrophin-values in blood or 
urine after the end of the third month 
surpass the threshold of 500,000 M.U. /litre 
or 1,000,000 R.U. / litre (follicle stimulating 
hormone), the suspicion of chorion-epithe- 
lioma or malignant mole arises. If half 
these values, i.e. 250,000 M.U./litre or 
500,000 R.U./litre (follicle stimulating 
hormone) are found, the tentative diagnosis 
of hydatidiform mole can be made. If a 
tenth of these values, i.e. 50,000 M.U./ 
litre or 100,000 R.U. /litre (follicle stimu- 
lating hormone) is found, diagnosis should 


be directed to plural pregnancy, placental 
haemangioma, or detachment of placenta 
with retroplacental haematoma, although 
here and there moles may appear in this 
category as well. Plural pregnancy can be 
excluded only after the end of the 16th to 
20th week of pregnancy by X-rays. Hence, 
the quantitative hormone determination is 
the only means of aiding the differential 
diagnosis in the fourth month of pregnancy. 
Of course, it should be added that the before 
mentioned values of hormone-excretion 
should not be accepted as of decisive diag- 
nostic significance, but they should serve 
as a clue. 

Diagnosis should never be based on one 
examination only. If the first test has been 
made on the urine, the second should be 
made on the serum of the patient. The 
following case may serve as an illustration: 


A 29-year-old woman with a history of habitual 
abortion was sent in for hormonal examination at 
the end of the third month of the present preg- 
nancy, since the uterus had the size of a 5-months’ 
pregnancy. Concomitantly, the patient suffered 
from repeated bleedings which gave rise to the 
suspicion of mole. At the beginning of the fourth 
month a hormone-titration from the urine yielded 
the following results: Aschheim-Zondex test 
positive, follicle stimulating hormone 100,000 
R.U. /litre, luteinizing hormone 10,000 R.U. /litre. 
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At the end of the fourth month, the examination 
was repeated with serum with exactly the same 
results. Hence the differential diagnosis was: 
plural pregnancy, or ablatio placentae. Hydatidi- 
form mole was considered only as a slight possi- 
bility. At the beginning of the fifth month a 
spontaneous abortion of a normal-sized foetus with 
placental haemangioma solved the puzzle. The 
bleeding of the haemangioma had caused placental 
detachment with retroplacental haematoma, en- 
larging the uterus to the size of a 6-months’ gesta- 
tion, 


DISCUSSION. 


It may be assumed that in this case in- 
creased hormone-production was due to the 
detachment of the placenta. The question 
whether the mere presence of a placental 
haemangioma without detachment of pla- 
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centa is sufficient to raise the titre of gonado- 
trophin remains to be studied. 


SUMMARY. 


A case is described of placental haeman- 
gioma with retroplacental haematoma, 
which caused detachment of placenta in the 
fourth month of pregnancy. Chorionic 
gonadotrophin content in urine and blood 
was! 

Follicle stimulating hormone, 100,000 

R.U./litre (= 50,000 M.U. /litre); 

Luteinizing hormone, 10,000 R.U. / litre 

(=5,000 M.U. /litre). 

The differential diagnosis of such a case, 
versus chorion-epithelioma, hydatidiform 
mole, plural pregnancy, by hormone titra- 
tion, is discussed. 
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ACUTE SALPINGITIS DURING PREGNANCY 
BY 


G. GORDON LENNoN, Ch.M., M.R.C.O.G., M.M.S.A., 


Nuffield Department of Obstetrics and Gynaecology, University 
of Oxford, 


ACUTE salpingitis during pregnancy has 
very rarely been recorded, and then only 
as occurring in the first few weeks of preg- 
nancy. The following case was encoun- 
tered at the 4th month. 


CasE History: 


Mrs. G. P., aged 32, 4-para, was admitted to the 
Radcliffe Infirmary on 14th August, 1948, com- 
plaining of severe abdominal pain of 3 hours 
duration. When out shopping she had suddenly 
developed sharp pain in the right side. The pain 
had spread out over the lower abdomen about one 
hour after its onset and was aggrevated by move- 
ment. She had felt sick, but had not vomited. 
Menstruation had been regular till 14th April, 1948, 
since when there had been amenorrhoea. The only 
other significant point in the history was that, at 
the age of 20, there had been ‘‘ inflammation of the 
left ovary,’’ treated by hot douches, and rest in 
bed for 4 weeks. 


The woman was obese, looked distressed, and 
was obviously suffering pain. Temperature was 
98.8°F. and pulse-rate 108. There was marked 
tenderness and rigidity over the lower abdomen, 
particularly in the right iliac fossa. The enlarged 
uterus was palpated with difficulty and thought to 
correspond in size to the duration of amenorrhoea. 
There was no “ shoulder-tip’’ pain. Vaginal 
examination revealed a closed cervix with no 
evidence of bleeding. Tenderness was elicited in 
the right lateral and posterior fornices. The urine 
showed no abnormal constituent. A diagnosis of 
acute appendicitis complicating pregnancy was 
made and immediate operation decided upon. 


Under general anaesthesia the abdomen was 
opened through a mid‘ine sub-umbilical incision. 
Frank pus was free in the peritoneal cavity. The 
uterus was enlarged to the size of a 16-weeks preg- 
nancy. The appendix was normal. A Meckel’s 
diverticulum was searched for but not found. The 
left Fallopian tube showed a minor degree of old- 
standing hydrosalpinx and was partly buried with 
the ovary in the broad ligament. The right 
Fallopian tube was deeply congested and, on 
holding it up, pus dripped from its fimbrial end. A 
swab, which later gave a pure growth of Bact coli, 
was taken from this pus. The abdomen was closed 
in layers without drainage, and chemotherapy 
(sulphamezathine and penicillin) started. Ten 
hours later the patient aborted, the products of 
conception being passed intact. Convalescence 
was entirely satisfactory. Wassermann reaction 
and G.C.F.T. were negative. 


DISCUSSION. 


Only French gynaecologists appear to 
have given consideration to this subject. 
Cases have been recorded by Fruhinsholz, 
Hamant and Mosinger (1929), Devraigne 
and Ravina (1937), Bidoire (1939), 
Brindeau (1939), and Metzger (1939). Their 
cases occurred about the 2nd month of 
pregnancy, sometimes earlier, and were 
almost invariably diagnosed as ectopic 
pregnancy or acute appendicitis. | Many 


of these cases showed in addition chronic 
salpingo-odphoritis. 
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pus had been taken growths of Bact. colt 
and staphylococci were obtained. Bidoire 
mentions that there was no great rise in 
temperature in his case. DeLee (1938) 
states: ‘‘ Sometimes a pus tube forms after 
conception has occurred, the woman hav- 
ing been infected and impregnated at the 
same time.’’ I have been unable to find a 
record of any case where gonococci were 
found on culture. 

In the case recorded above I was 
interested to see whether there was also 
intra-uterine infection and I had sections 
made of the membranes of the ovum 
passed. A high-power picture of such a 
portion of membrane clearly showed focal 
infiltration by inflammatory cells. A simi- 
lar piece of membrane was examined from 
another case of abortion of comparable 
duration but where there was no co-existing 
salpingitis. The absence of inflammatory 
cells was evident. I discussed this finding 
with Dr. A. H. T. Robb-Smith (Depart- 
ment of Pathology) whom I wish to thank, 
and he assures me that it is not uncommon 
to find evidence of inflammation of the 
membranes, particularly in cases where the 
foetus is macerated. In this case the foetus 
was quite fresh. A pathologist will be more 
likely to see cases of incomplete abortion 
where infection is present than cases of 
abortion where the ovum has been expelled 
intact. 

It is only possible to speculate as to the 
route of infection. Was there flare-up, due 
to the pregnancy, of an old focus? In 
favour of this was the presence of adnexal 
disease on the left side. The history of left 
‘‘ ovarian inflammation ’’ at the age of 20 
indicated pathology prior to 2 of the preg- 
nancies; and why, then, had infection not 
flared up during the succeeding pregnan- 
cies and before this pregnancy? At the 4th 
month of pregnancy any space in the uterus 
between membranes and uterine wall must 
be merely potential and likely to exclude 
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direct spread from outside. Yet the 
membranes showed inflammatory cells. 
Was this spread from the salpingitis? In- 
fection from criminal intervention was 
considered, but was denied by the patient. 
This denial, however, must not wholly 
exclude the possibility of criminal interven- 
tion having occurred. There remain the 
the channels of lymph or blood vascular 
spread. 

Mild salpingitis may account for some 
cases of pain in the early: weeks of preg- 
nancy for which no adequate explanation is 
ever forthcoming. This would suggest 
that the condition is commoner than is sup- 
posed. But any pre-existing salpingitis 
must not be of such a degree as to prevent 
the passage of the fertilized ovum into the 
uterus. 

Finally, this woman could not have been 
expected to make the good recovery she 
did had her illness occurred in the years 
prior to chemotherapy. 


SUMMARY. 


1. A case of acute salpingitis at the 4th 
month of pregnancy is described, and the 
literature is reviewed. 

2. The differential diagnosis appeared to 
lie between ectopic pregnancy and acute 
appendicitis. 

3. Inflammation of the membranes of 
the fresh ovum after abortion was noted, 
and compared with absence of inflamma- 
tion in the membranes from another case 
of aobrtion not accompanied by salpingitis. 

4. Speculation is made as to the route of 
infection. 

5. The condition may be commoner than 
is supposed. 


ADDENDUM. 


The author has recently (December 1949) 
had another case of acute salpingitis at the 
fourth month of pregnancy, causing severe 
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ACUTE SALPINGITIS DURING PREGNANCY 


right-sided abdominal pain, tenderness, 
and rigidity. Laparotomy would have 
proved negative had it not been decided to 
take a swab from the right Fallopian tube. 
For this purpose the tube was “‘ milked ’’ 
towards its fimbrial end and frank pus was 
obtained. Examination of the pus showed 
many pus cells but no organisms. Culture 
showed heavy growth of B. coli. 
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CAVERNOUS HAEMANGIOMA OF THE PERINEUM 


BY 


NICHOLAS ALDERS, M.D., F.R.C.S., D.(Obst.)R.C.O.G., 


Gynaecological and Obstetric Registrar, 
Royal Victoria and West Hants Hospital, Bournemouth. 


WHILE most textbooks of gynaecology 
mention that haemangiomata may occur 
on and near the vulva, the number of cases 
actually described is small. A thorough 
search of the literature brought 12 cases to 
light. Four of these occurred in children 
and 8 in adults. The labia majora alone 
were affected 8 times, the labium majus 
and the clitoris twice, the labium minus 
once, and the anterior vaginal wall and a 
labium minus once. No haemangioma of 
the perineum is on record. The table 
summarizes the cases of haemangioma of 
the vulva hitherto described (Table I). 


CasE REport. 

Miss E. B., a nullipara, aged 55, was admitted to 
this hospital from a neighbouring public assistance 
institution on 12th July, 1948. She complained of 
discomfort and irritation of her vulva, perineum, 
and anus, present and gradually increasing in 


severity for the last 7 years. She was unaware of 
the presence of a swelling. The general and gynae- 
cological history revealed nothing of relevance. 

On examination a large tumour of the perineum 
was found (Fig. 1), extending from the anal 
margin forwards to the vaginal introitus. It was 
not tender and measured 5 by 4 by 3 inches, pro- 
jecting about 2 inches above the surface. Its 
colour was dark purple, its consistency was spongy, 
and it could be reduced to almost half its volume 
by gentle squeezing, only to return to its former 
size on release of pressure. Numerous warty 
excrescences arose from its surface. Its outline was 
indefinite but, on vaginal and rectal examination, 
it could be felt for about 1 inch through the 
posterior vaginal wall and the anterior wall of the 
anal canal respectively. Both these walls were 
freely movable over the swelling. Three prolapsed 
internal haemorrhoids and _ several ‘‘ external 
piles ’’ were present. Proctoscopy revealed nothing 
else of note. There were kraurotic changes on the 
vulva. 


TABLE I. 

No. Author Year Age of patient Size of tumour Situation of tumour 

T. Hennig r 2 years diameter 5 cm. labium majus 

2s Sanger 1882 10 weeks 3 cm. by 1.5 cm. by 1 cm, labium majus 

2s Burgio 1902 39 years hazelnut labium majus 

A: Guyot 1903 6 years “* considerable size ’’ labium majus 

5. Markus adult “small ”’ labium minus 

6. Neumann 1921 33 years goose’s egg labium majus 

7: Taussig 1923 4 months 15 mm. by 13 mm. labium majus 

8. Taussig 1923 28 years hen’s egg labrum majus 
and clitoris 

9: de Rouville 1925 45 years walnut labium majus 

10 Kehrer 1929 adult hen’s egg anterior vaginal 
wall and labium 
minus 

ri. Kiess 1929 31 years multiple, symmetrical labium majus 

T2. Alfieri 1946 adult ‘large ’’ labium majus and 


clitoris 


1038 


C 
n 
g 
a 
h 
I 
0 
it 
Ss 
a 
t 
ae 
= 
= 


CAVERNOUS HAEMANGIOMA OF THE PERINEUM 


On 14th July, 1948, the papillomatous excres- 
cences were cut off flush with the surface of the 
main tumour with the diathermy knife, and the 
prolapsed haemorrhoids were tied by transfixing 
sutures. Several ‘‘ external piles’’ were snipped 
off. The operation was performed under intra- 
venous thiopentone anaesthesia. No_ bleeding 
occurred. A rectal tube, wrapped in _vaseline- 
gauze, was inserted into the anal canal for 24 hours 
and the perineum was dressed with flavine-paraffin. 
A prophy-actic course of 1 g. sulphatriad, four- 
hourly, was given for 4 days. 

By 30th July the surface of the tumour was 
covered with epithelium everywhere and it was 
treated with X-rays: a single application of 500 r, 
5 cm. circle, skin distance 40 cm., H.V.L.: 0.9 Cu. 
Filter: 0.5 Cu, 1.0 Alum. 

She was discharged from hospital a few days 
later and, when she was seen again at the middle 
of November, she stated that all discomfort and 
irritation had ceased. The tumour was very much 
smaller. At the end of December, 1948, 5 months 
after the irradiation, the swelling was not bigger 
than a cherry, firm, and no longer compressible. 


COMMENT. 

Diagnosis (A). The haemangioma. The 
diagnosis was obvious from the purple 
colour, the spongy consistency, and the 
compressibility of the swelling. Only 2 rare 
conditions had to be excluded. (i) a caver- 
nous haemangioma of the submucous layer 
of the rectum (Gabriel) an extension of 
which may, according to Bensaude e¢ al., 
(1930) occasionally be noted at the anal 
margin or under the skin of the perineum. 
However, proctoscopy performed on this 
patient revealed nothing abnormal apart 
from internal haemorrhoids and there was 
no rectal bleeding. (ii) Perineal endometrio- 
sis. Palmer (1925) reported on a tender 
nodule, the size of a cherry, in an episi- 
otomy scar of a woman aged 41. The 
nodule was excised and proved to be com- 
posed of endometrial tissue. Neuweiler 
(1926) described a similar swelling, as big 
as a hen’s egg, in the scar of a perineal tear. 
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The size of the tumour in our patient, the 
lack of tenderness and of any connexion 
with the menstrual periods (which in this 
patient had ceased 2 years ago) led us to 
exclude heterotopic endometrial prolifera- 
tion. 

(B) The papillomata. These were not 
examined histologically, but the patient’s 
age, the absence of an obvious cause, and 
the appearance and distribution of the out- 
growths suggested that they were true 
papillomata rather than condylomata 
acuminata. The latter are rare beyond 
childbearing age, are due to irritation from 
a vaginal discharge (which was absent in 
this patient), are less firm and rounded, and 
usually extend to the upper inner thigh and 
the lower part of the vagina. The ex- 
crescences in this patient were confined 
to the surface of the main tumour. 

Treatment. The treatment of the papil- 
lomata, superimposed upon the main 
tumour and probably chiefly responsible 
for the subjective symptoms, was surgical. 
In order to minimize the risk of haemor- 
rhage from the underlying vascular 
tumour, the diathermy knife was used. 
The vascularity, the indefinite outline and 
the situation near the anus of the main 
tumour precluded excision, which would 
have been technically difficult and fraught 
with the danger of infection. Treatment 
by injection (quinine-urethane, sodium 
morrhuate, dilute hydrochloric acid, and 
alcohol have been suggested) is uncertain 
in its results and not free from the risk of 
sepsis, as are Payr’s method of insertion of 
magnesium needles, cautery, and electro- 
lysis. Borderline-Rays,* as advocated by 
Spiethoff (1933) in the treatment of 
haemangiomata, were not at our disposal. 


* Borderline-Rays (Bucky-Rays or ‘‘ Grenz- 
strahlen ’’) are situated in the spectrum between 
X-rays and ultraviolet rays; they are composed 
principally of wave-lengths about 2A.u. 
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According to Inez Ap Thomas (1942) 92 per 
cent of cavernous haemangiomata are cured 
equally by radium and X-ray treatment. 
X-ray therapy was chosen for this case and 
the result was gratifying. 


SUMMARY. 


A case of cavernous haemangioma with 
superimposed papillomata of the perineum 
in a female patient is described. The 
papillomata were removed with the dia- 
thermy knife and the haemangioma was 
treated with X-rays, with satisfactory re- 
sults. The rarity of the condition, its 
diagnosis and treatment are discussed. 

I should like to record my thanks to Mr. 
C. Heygate Vernon, Senior Gynaecologist, 
for permission to publish this case, to Dr. 
Joan Lassetter, Radiotherapist, for the 
X-ray treatment and for giving me access 
to her radiological notes, and to Mr. L. S. 
Allison, M.P.S., for the excellent photo- 
graph. 
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PREGNANCY FOLLOWING PELVIC IRRADIATION 


BY 


ALAN M. GILEs, M.B., D.P.H., M.R.C.O.G., 
Assistant Obstetrician and Gynaecologist, Stobhill Hospital, Glasgow. 


A SEARCH Of the literature of this country 
reveals only one report (Mayeur, 1942) of 
pregnancy occurring subsequent to the use 
of intra-uterine radium but in America 
several cases have been reported (Kelly, 
1931; Kane, 1935; Schmitz, 1936; Rosen- 
berg, 1942). 

Pregnancy following pelvic irradiation by 
deep X-rays is more frequent. Most of these 
cases have been recorded in America where 
irradiation of the ovaries is a popular treat- 
ment of such conditions as amenorrhoea, 
sterility, dysmenorrhoea and_ functional 
uterine haemorrhage (Randall, 1947; 
Mazer and Spitz, 1935; Haman, 1947; 
Rock, et al., 1940). The low dosage of radia- 
tion employed produces a temporary amen- 
orrhoea after which ovulation and men- 
struation are restored and conception may 
occur. In this country substerilizing doses 
are seldom prescribed and radiotherapy 
is generally used when the induction of an 
artificial menopause is indicated. In the 
following 2 cases, attempted sterilization 
by radium therapy was unsuccessful and 
subsequent pregnancy took place. 


Cask No, 1. The patient was admitted to hos- 
pital on 27th December, 1948, with an inevitable 
abortion, 

Between 1931 and 1944 she had 2 abortions and 
4 live babies at term. In July 1947 curettage was 
performed for uterine bleeding. A histological diag- 
nosis of metropathia haemorrhagica was made. 
The condition was treated by the insertion of 
50 mg. of radium to the uterine cavity. The dose 


given was 2,400 mg. hours. At the time of treat- 
ment the woman was aged 32 years. After 4 
months’ amenorrhoea regular menstruation re- 
turned and continued until September 1948, when 
conception occurred. 

At the 17th week of pregnancy the patient com- 
plained of lower abdominal pain and bleeding. In 
hospital on 27th December she expelled a macerated 
foetus and the placenta spontaneously. The uterus 
involuted well and regular menstruation returned. 
The foetus measured 3 inches (7.6 cm.) in length. 
The tissues were so macerated that a histological 
study was found to be impossible. No gross 
abnormality of the foetus or placenta was evident. 


Case No. 2. The patient was admitted to hos- 
pital, on 25th May, 1939, with a missed abortion. 

Between 1926 and 1935 she had 1 abortion and 
6 full-time deliveries. In 1937 she was treated for 
uterine bleeding by curettage and the insertion of 
radium into the uterine cavity. The dose given 
was 1,000 mg. hours. The histological diagnosis 
was “‘ chronic endometritis.’’ At the time of treat- 
ment the patient was 32 years o!d, Menstruation 
returned after a few months’ amenorrhoea and was 
regular until July 1938. 

In May 1939 after 44 weeks’ amenorrhoea the 
patient experienced lower abdominal pain and 
passed a small, compressed and mummified foetus 
2inches (5 cm.) in length. In hospital the placenta. 
was removed without difficulty by digital curet- 
tage. Subsequent menstruation was regular. In 
1940 the patient again conceived. She went into 
labour at the 36th week. The labour was pro- 
longed (71 hours) due to rigidity of the cervix, and 
resulted in the delivery of a stillborn child weigh- 
ing 5 pounds (2.27 kg.). The woman achieved the 
menopause in 1948. 
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DISCUSSION. 

It is well known that the amount of 
irradiation required to effect permanent 
sterilization varies with the age of the 
patient, being less near the menopause and 
more in younger women. But even witha 
relatively high dosage the effect on women 
under the age of 40 years is uncertain. 
Menstruation ceases after one or two cycles 
but, after a varying period of amenorrhoea, 
menstruation and ovulation may recur. 
In patients over 4o years of age failure is 
rare (Levitt, 1948). At Stobhill Hospital 
a dose of 2,400 mg. hours is given to patients 
of 40 years or over. A 50 mg. source is 
placed in the uterine cavity for 48 hours. A 
similar sterilizing dose is recommended by 
Shaw (1948). Both patients described 
above were 32 years of age when radium 
therapy was carried out. Both received 
too small a dose for permanent effect. 
Case I received 2,400 mg. hours, a dose 
sufficient for a woman of 40 years but too 
small for a woman of 32. Case 2 received 
1,000 mg. hours in 1937 when the know- 
ledge of the dose required to effect steriliza- 
tion was possibly less complete. 

Two of the three pregnancies reported 
terminated in abortion. In the third preg- 
nancy rigidity of the cervix caused a pro- 
longed and difficult labour which resulted 
in stillbirth of the foetus. In a series of 16 
pregnancies following preconceptional 
radium therapy in women under the age of 
40 years, Mayeur (1942) reported 8 cases of 
abortion, and 6 of dystocia (due to rigidity 
of the cervix). One of the women died 
following rupture of the uterus in the first 
stage of labour. In Mayeur’s series only 
2 of the babies were born alive. Similar 
results have been reported by other authors 
(Kane, 1935; Kelly, 1931, Bret and 
Deplus, 1945). Kane performed a Porro 
Caesarean section on one of his patients. 
Histological examination of the uterus re- 
vealed a relative increase in the fibrous 
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tissue of the cervix. This fibrosis was 
probably due to radionecrosis of some of 
the cervical muscle-fibres. Some degree of 
radionecrosis of the endometrium is not 
undesirable in those cases in which steriliza- 
tion is successful. 

Similar dystocia has not been reported 
in patients previously treated by deep 
X-ray therapy. Kaplan (1937) recorded a 
series with only 7 abortions and f stillbirth. 
Forty-seven of the babies were born alive. 
Similar results have been reported by many 
other authors (Mazer and Spitz, 1935; 
Mazer and Greenberg, 1943; Martindale, 
1933; Haman, 1947). The largest series in 
the literature is that of Murphy (1929). He 
collected 519 pregnancies from the case 
histories of 1,700 American gynaecologists 
and radiologists. Murphy recorded a low 
abortion-rate, a low stillbirth-rate and a 
low deformity-rate. He found that only 
3.4 per cent of the children suffered from 
any weakness or illness in infancy. He 
believed that pelvic irradiation of the 
mothers had no injurious effect on the 
health of children subsequently conceived. 
Murphy’s results have been widely quoted 
and many authors hold similar views. But 
a search of the literature fails to reveal any 
scientific investigation of the normality of 
these children. Colwell and Russ (1934) 
considered Murphy’s statement unproven 
and asked for evidence of normal character 
and intellect in adult life. Muller (1933) 
reviewed the scientific work on mutation of 
genes by irradiation of plants and insects. 
The results of research on the fruit-fly 
Drosophila are well known. Bagg (1924) 
reported very similar results after irradia- 
tion of mammals. By inbreeding the 
descendants of irradiated mice he found 
gross deformities in the third and subse- 
quent generations. Muller believed that 
irradiation would produce similar mutation 
of genes in the chromosomes of human 
germ-cells. He pointed out that these 


( 
( 
I 


or 4 


I 
s 
I 
{ 
| 


| 


PREGNANCY FOLLOWING PELVIC IRRADIATION 


chromosomes have to be passed down from 
generation to generation and that further 
irradiation in subsequent generations would 
produce further damage. He stated that 
the damaged gene would act as a Mendelian 
recessive. Evidence of deformity or 
degeneracy would seldom be found in the 
first generation. Physical deformity and 
change of character would only become 
manifest in the children of the marriage of 
two recessives. Radiation treatment of 
such a common condition as sterility could 
produce sufficient recessives to make this 
danger very real and to prejudice the 
future of a nation. 


CONCLUSIONS. 

1. Intra-uterine substerilizing doses of 
radium must be considered unjustifiable 
unless steps are taken to prevent the pos- 
sibility of subsequent pregnancy. 

2. Induction of the menopause by this 
form of radiotherapy in women below the 
age of 40 years should be performed only in 
very exceptional circumstances. Apart 
from possible undesirable psychological 
factors involved in some cases, the risk of 
failure in younger women is considerable. 

3. If radium therapy is the method of 
choice the dosage used should not be less 
than will ensure the occurrence of the meno- 
pause. 

4. Patients treated thus should be fol- 
lowed up for a minimum period of 12 
months. In event of failure to induce 
menopause, contraceptive measures should 
be advised. 


I wish to express my thanks to Dr. Adam 
Barr for his helpful criticism during the 
preparation of this paper and for permis- 
sion to publish Case r. I would also like 


1043 


to thank Dr. John Hewitt for permission to 
publish Case 2. 
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MOBILE RESUSCITATION 


TROLLEY 


BY 


James B. Joyce, M.R.C.S., M.R.C.O.G., 
Workington Infirmary, West Cumberland 


THE easily constructed mobile resuscitation 
trolley (Figs. 1 and 2) for newborn infants 
can be made by any engineer with the aid 
of an old hospital trolley and a few odd 
pieces of apparatus. The photographs 
themselves explain the details of the trolley 
and the undermentioned advantages of the 
resuscitation trolley are: 


(1) Mobility in order that the trolley can 
be moved from labour ward to labour ward 
or theatre for Caesarean sections. 


(2) An adjustable head rest for the infant’s 
head for facilitating the passage of the 


endotracheal tube with the aid of the 
laryngoscope. 


(3) Brackets for carrying an oxygen 
cylinder so that oxygen is always ready 
through a reducing valve. 


(4) A safety valve consisting of a column 
of water of 30 cm. so that when the baby is 
insufflated there is no danger of injury to 
the baby’s lungs through applying too 
great a pressure. 

(5) Two drawers, with glass tops, con- 


taining oxygen funnel, laryngoscope, tubes, 
tongue forceps, syringes and drugs. 
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CORNUAL PREGNANCY 


BY 


BETHEL SoLomons, M.D., P.R.C.P.I., F.R.C.0.G., F.A.C.S.(Hon.), 
Gynaecologist to Dr. Steevens’ Hospital, Dublin. 


CoRNUAL or interstitial pregnancy is a 
comparatively rare form of ectopic gesta- 
tion. Grusetz and Polayes (1944) collected 
altogether 199 cases from the whole litera- 
ture. I, personally, have had 3 cases in- 
cluding the one under review; one of the 
others was published in 1928. 

When the ovum remains in the inter- 
stitial portion of the Fallopian tube, it has 
been suggested that abortion into the 
uterus may occur; this has never been 
known to take place. Diagnosis of the con- 
dition is extremely difficult and is usually 
not made until the abdomen is opened. In 
my last reported case the diagnosis of 
ectopic gestation was simple: in the case 
now reported it was nearly impossible. 


A woman, aged 31 years, consulted me in Feb- 
ruary 1937, complaining of a slight drag in the 
pelvis: she had one child, aged 6 years, and had 
had a 5-months miscarriage 3 years previously. On 
examination there was nothing abnormal to be felt 
and I advised her to have another baby. In Sep- 
tember 1947, she consulted Dr. R. M. Wilson, while 
I was away for a few days, and he has supplied me 
with the following history : 

September 26th. The patient complained of 
slight abdominal pain; the next morning the pain 
was severe with vomiting. There was diffuse 
abdominal tenderness, but no rigidity. The tem- 
perature was subnormal. At 3 p.m. the patient 
had a fainting attack with a rapid, small pulse and 
sighing respirations. She recovered in half an 
hour, felt well again, but there were still slight 
abdominal symptoms. At 7 p.m. she had another, 
similar attack. Omnopon gr. 1/3 was given and 
her condition improved. On September 29th she 
had slight vaginal bleeding with clots; but her con- 
dition was excellent. On September 30th bleeding 
stopped. On October 1st bleeding restarted. On 


the next day admission to hospital for observation 
and examination was advised. She remained under 
observation until October 12th when I examined 
her under anaesthetic and found what seemed to be 
a normal pregnancy. Nothing abnormal was 
apparent in the abdomen. On October 13th she 
had symptoms of an acute abdomen and Mr. Cherry 
saw the case with me; a diagnosis was still difficult. 
A full blood examination was made: 
Haemoglobin, 55 per cent; red blood-cells, 
2,950,000 per c.mm.; white blood-cells, 24,100 per 
c.mm.; haematocrit, 24 per cent. Differential 
count: lymphocytes, 18 per cent; monocytes, 2 per 
cent; neutrophil polymorphs, 80 per cent; no 
abnormal leucocytes; platelets abundant. 


This report did not aid the diagnosis. We 
saw the patient again and it was then 
obvious that the abdomen must be opened. 
The pulse had quickened, the temperature 
was normal, and although there was no 
rigidity there was evidently an intra- 
abdominal condition which necessitated 
immediate action. There was very slight 
vomiting and the bowels had moved. On 
opening the abdomen the diagnosis of 
ectopic gestation was obvious, an inter- 
stitial pregnancy, the size of a hazel nut. I 
removed this, over-sewed the uterine cornu 
and peritonalized the raw surface with a 
loop of the round ligament. Convales- 
cence was uneventful. 

I have reported this case chiefly to 
emphasize the difficulty in diagnosis. 
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THE TREATMENT OF POSTABORTAL PERITONITIS 
BY SURGERY 


BY 


Max SCHNEIDER, M.D. 


I'rom the Gynaecological and Obstetrical Services of Sydenham Hospital, 
New York. 


THIs is a report on the successful outcome, 
by surgical treatment, of 5 cases of post- 
abortal peritonitis, a hitherto usually fatal 
disease. In these cases, supracervical 
hysterectomy, bilateral salpingo-odphor- 
ectomy and splitting of the cervix with 
pelvic drainage were employed as the pro- 
cedures of choice. 


Falk and Blinick (1947) in their recent 
review of this subject, have pointed out the 
failure of medical treatment, including 
chemotherapy and penicillin. Since their 
publication they have continued to use this 
method with consistently good results. 
Other methods of surgical treatment such as 
incision and drainage (abdominal or pelvic) 
produced only about a 25 per cent recovery- 
rate. 


In the usual case of postabortal peri- 
tonitis, the diagnosis is not difficult and 
should be made on the following criteria : 

History of: 

(x) abortion, 

(2) vaginal bleeding, 

(3) abdominal pain, 

(4) abdominal tenderness (rebound 
tenderness), 

(5) vomiting, anorexia, or constipa- 
tion, 

(6) pelvic masses and tenderness, and 

(7) fever. 


Table I summarizes the history and 
physical examination of our 5 patients. 


It will be seen that 3 of these women were 
under 30 years of age, and all had been 
previously pregnant. The duration of 
pregnancy varied from 2 to 3} months and 
only one patient admitted an attempt at 
self-induction. The remainder claimed that 
the miscarriages were spontaneous. The 
complaints on admission usually included 
vaginal bleeding, pain and swelling in the 
abdomen, and fever. The physical exam- 
ination in every instance revealed an 
acutely ill woman with moderate to marked 
tenderness in the abdomen. In 2, irregular 
masses were palpated abdominally. The 
findings on pelvic examination were not 
constant and only 3 patients presented 
pelvic masses. (Two of these were due to 
multiple fibroids.) 

The laboratory studies of our 5 patients 
usually showed a mild anaemia. The white 
blood-count varied from 7,000 to 23,000 
with moderately high band-rates. The 
sedimentation-rate varied from Io to 31. 
Urinalyses generally revealed a trace of 
albumin and in 3 cases, granular casts were 
found microscopically. Cultures of pus 
from the abdomen were sterile in 3 cases. 
In 2 cases, a pyocyaneus infection was 
found and 1 of these patients also presented 
Staphylococcus albus. One patient had 
a blood-culture which was positive for gram 
negative bacilli and M. catarrhalis. 

In diagnosis a differentiation must be 
made between generalized peritonitis and a 
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TREATMENT OF POSTABORTAL PERITONITIS 


TABLE I, 
Postabortal Peritonitis 
REPORT ON FIVE CASEs. 
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full 


in cul-de-sac 


Case No I 2 3 4 5 
Age 32 28 37 24 26 
Para, gravid 1 Spontaneous Para 2 Caesarean section Para, gravid2 Parao, grav. 1 
abortion 9 14 years ago 
years ago 
Previous Congenital blind- Negative Negative Irrelevant ? 
history ness in left 
eye (familial) 
Amenorrhoea 68 days 3% months 56 days 2 months 3% months 
Cause of Self induced, Spontaneous’ Denies Denies Spontaneous mis- 
abortion enema, nozzle miscarriage interference interference carriage 
Complaints on (1) Vaginal (1) Vaginal (1) Vaginal bleed- (1) Vaginal bleed- (1) Vaginal bleed- 
admission bleeding bleeding, 17 ing, 12 days ing, 2 days ing, 1 week 
(2) Pain in ab- days (2) Pain in abdo- (2) Pain in abdo- (2) Pain in abdo- 
domen (2) Pain in ab- men men, I day men, 2 weeks 
(3) Chills and domen (3) Swelling (3) Swelling of ab- (3) Swelling of 
fever (4) Fever domen, rday abdomen, 2 
(4) Constipation, weeks 
I week 
Physical ex- Acutely ill Acutely ill; Acutely ill, in Acutely ill; in Acutely ill 
amination emaciated pain, pale, pain; face 
(general) apprehensive, sunken 
foul breath 
Abdominal _ Slight supra- Marked tender- Abdomen disten- Abdomen mark- Large, very tender 
examination pubic tender- ness and ded, tender, edly tender, mass in entire 
ness rebound, rebound. No rebound tender- lower abdomen 
doughy, tense masses ness, moder- extended up to 
ately distended; = umbilicus 
no masses 
Pelvic Uterus 6 weeks, Uterus not out- Uterus ‘slightly | Uterus retroflexed; Uterus could not be 
examination soft; cervix lined; cervix enlarged; cer- cervix tender, distinguished 
not effaced, not effaced vix soft, tender; admits finger from abdominal 
tender both fornices tip. Boggy mass _— mass; cervix soft. 


Fornices tender 


and full 


pelvic peritonitis associated with paramet- 
ritis. The latter condition will be recog- 
nized if the patient is treated medically for 
several days when it will usually show 
improvement. On the other hand, a 
generalized peritonitis will seldom improve. 

In each case of our series, surgery was 
the treatment of choice. The operative 
findings, as well as the pathological findings 
reported by the pathologist, have been 


listed in Table II. On opening the abdo- 
men one immediately observed the 
presence of an acute inflammatory process 
with apparently all structures adherent. 
One must indeed be cautious in treating 
these patients surgically. Adherent intes- 
tines must be carefully separated to avoid 
injury, and it is important to find the right 
planes of cleavage for mobilization of the 
organs which are to beremoved. The 
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Operative Findings and Pathological Report 


Findings at operation 


N 


Pathological Report 


At laparotomy: omentum adherent to Fallopian tubes and 
uterus. Coils of intestines distended and adherent. Foul 
pus in deep pelvis—right tubo-ovarian abscess, Collection of 
pus in front of left broad ligament. Thick sanguinous fluid 
in right kidney gutter and subphrenic space. 


Straw coloured fluid in peritoneal cavity. Small intestines 
adherent to the adnexae and uterus. Sigmoid adherent to 
left adnexa (pus pocket). Uterus greyish in appearance, 
of normal size. Both adnexae markedly enlarged and 
adherent to broad ligament and cul-de-sac (pus pockets). 


Omentum densely adherent to pelvic viscera (pus pockets). 
Fallopian tubes and ovaries (both) thickened—pus pockets. 
Right tubo-ovarian mass 3 x 5 cm, Uterus was slightly 
enlarged, soft, shaggy; the broad ligaments were greatly 
oedematous. 


Intestinal coils adherent. Sigmoid markedly infiltrated and 
covered with exudate. Both adnexae adherent to the broad 
ligaments and coveréd with exudate. Pus pockets between 
sigmoid and adnexae, and in left ovary. 


1,500 c.c. thin yellow fluid. Peritoneum oedematous and 
covered with exudate. Uterus slightly enlarged, had a 
nodule in fundus. The latter was covered by a mass 
20 x 16cm. which was a pus pocket with thick, foul, green 
fluid. This was adherent to intestines and anterior abdo- 
minal wall. 


Uterus showing retained placenta 
and decidual tissue; acute and 
chronic endometritis; myometritis 
and peritonitis, acute and chronic 
suppurative salpingo-odphoritis 
(tubo-ovarian abscess). 


Pregnant uterus with evidence of 
acute fibrinous pelvic peritonitis. 


Acute and chronic salpingitis 
and _ perisalpingitis. 
Tubo-ovarian adhesions, _ peri- 


odphoritis. 


Uterus containing multiple fibro- 
myomata, and retained attached 
decidual and placental tissue show- 
ing haemorrhage, necrosis and 
inflammatory reaction. Chronic 
and acute suppurative salpingitis. 
Omental tissue showing acute and 
chronic inflammation. 


Placental polyp of uterus, showing 
necrosis and marked acute in- 
flammatory reaction. Acute 
fibrinopurulent peritonitis, involv- 
ing uterus and adnexae, bilateral. 


Placental polyp of uterus. Multiple 
fibromyomata of uterus, one 
showing necrosis and evidence of 
infection, 

Fibrinopurulent peritonitis. 


tissues are very friable and sutures, rather 
than clamps, should be used where possible. 

On pathological examination all of these 
women revealed definite evidence of preg- 
nancy. Two presented tubo-ovarian 
abscesses. The first disclosed a collection 
of pus in the right lumbar gutter, reaching 
up to the subphrenic space. 

The accompanying chart (Table III) 
shows the temperature curve from the time 
of admission to discharge, with notations of 
the date of operation and the amount and 
time of chemotherapeutic and antibiotic 
treatment. As will be seen, Case 1 had a 


very stormy course, her temperature per- 
sisting for 12 days following hysterectomy. 
The remaining 4 patients did remarkably 
well, and, clinically, showed marked im- 
provement as a result of operation. 


TREATMENT. 


All the patients received penicillin from 
the date of admission. In the beginning of 
their course, several were given sulphadia- 
zine, and only the first received, in addition, 
streptomycin. A subtotal hysterectomy 
and bilateral salpingo-odphorectomy was 


| 
Pe 
Pe 
5 
| 
ah 


TREATMENT OF POSTABORTAL PERITONITIS 


Taste III. 


(ase Temp °F 


Disch. 


104 P.O.| 


103 
| 102 
101 
100 


\ IN 


D&C 


30 | 30 


Penicillin 
Sulfadiaz 


Streptomyc 


100 


2! 


104 


50/50 |50 50/50 


Penicillin 
SulFadiaz 
Streptomyc 


50 


20th. 
day 


104 


Penicillin 50/50/50 


Sulfadiaz 
Streptomyc 


Primary union 


13th. 
day 


104 
103 
102 
101 
100 
99 
Penicillin 
Sulfadiaz 
Streptomyc 


50/50 


15 


50/50 


23rd. 
day 


104 
103 
102 
10] 
100 

99 
Penicillin 
Sulfadiaz 
Streptomyc 


100 100/100) SO 


50 50 


50 |}50/50/50 


19 


29th. 


transfusion 
hysterectomy 


tl 


dilatation and curettage 
wound infection 
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performed. Mention has already been 
made of the difficulties which may be 
encountered because of the extreme 
friability of the tissues and the adherence to 
other important structures. After removal 
of the uterus and adnexae, two tenacula 
are placed on either side of the cervix. A 
narrow scalpel is then inserted into the 
cervical canal and the posterior portion of 
the cervix is split up to the peritoneal cover- 
ing. This allows for gauze packing to be 
easily passed into the vagina from above. 
Four yards of plain gauze are used which 
cover the raw surface in the pelvis, control 
oozing, and serve for prolonged pelvic 
drainage. No attempt at peritonealization 
is made. Closure of the abdominal wall is 
done in the usual fashion except that it is 
advisable to use interrupted sutures for the 
fascia, and the skin should be drained with 
rubber dam. The pelvic packing is re- 
moved very gradually starting from the 
6th day, about 12 inches being removed 
every 2nd or 3rd day. 
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The chemotherapy and antibiotics should 
be continued for a sufficiently long time 
postoperatively, determined by the clinical 
course and temperature. Where there is 
abdominal distension or vomiting, the 
Wangensteen tube is of great help. 


SUMMARY. 


A report is made of 5 cases of postabortal 
peritonitis treated by removal of the in- 
flamed pelvic organs and resulting in com- 
plete recovery. 


I wish to thank Dr. Peter Murray for his 
help and suggestions and for permitting me 
to use 2 of his cases; and also Dr. Lewis R. 
Walberg who was responsible for the treat- 
ment of 1 other case. 
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From the Medical Research Counci!’s Clinical Endocrinology Research 
Unit, Edinburgh University. 


PARTI 
PLACENTAL AND MENSTRUAL TOXINS. 


AMoNG the manifold theories propounded 
regarding the aetiology of pre-eclamptic 
toxaemia and eclampsia that one embody- 
ing the elaboration of a toxin or toxic 
product by normal placental tissue or by 
areas of placental infarction has always 
been popular with research workers and 
clinicians alike. The recent work of 
Schneider (1946a, b, c, d; 1947) on 
Placental Toxin appears to have gone far 
to corroborate this view and when we link 
the theories of Smith and Smith (1938, 
1940, 1943a, b; 1944, 1946, 1948) on 
Menstrual Toxin with those of Schneider it 
is evidentthat some progress has been made 
in the understanding of the pathogenesis of 
both pregnancy toxaemia and menstrua- 
tion. 


Placental Toxin. 

Throughout the past 4o years the toxicity 
of placental extracts to the experimental 
animal has been repeatedly demonstrated. 
Ascoli (1902) was the first to show this 
effect and it has been subsequently demon- 
strated by Leipmann (1905), Weichardt 
(1909), Deist (1913), Obata (1919), 
Hayashi (1923), Dieckmann (1929), 
Krichesky and Pollock (1940) and by many 
other workers. In 1914 Young injected 
extracts of autolyzed placenta subcuta- 
neously into guinea-pigs and produced 
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muscular spasms and convulsions going on 
to coma and death from respiratory 
paralysis. Interest has long been focused 
particularly by Bartholomew and Kracke 
(1932), Young (1942), and by Hill and 
Trimble (1944) on the relationship between 
placental infarction on the one hand and 
the development of pregnancy toxaemia on 
the other. 

Placental infarcts are very variable in 
colour and show all gradations from a dark 
chocolate tint through yellow and brown 
to white. Differences in colour represent 
merely different stages in the evolution of 
the same structure. At the one extreme 
there is the red very congested purple type 
indicating infarction of very recent origin 
and at the other the pale yellowish white 
or white structure due to disappearance of 
haemoglobin in the red cells, an indication 
of oldage. Young (1942) believes that pre- 
eclamptic toxaemia develops subsequent 
to placental degeneration but is preceded 
by an ‘‘abortion factor’’, the latter 
operating by causing interference with the 
maternal circulation in the placenta. First 
there occurs stasis or complete arrest of 
blood-flow restricted to certain areas result- 
ing in local areas of placental degeneration. 
When, after complete arrest of blood-flow, 
there is a sufficient interval of foetal sur- 
vival during which the circulation is con- 
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tinued in the rest of the placenta, the 
ischaemic area becomes infarcted. Young 
considers that the factor of foetal survival 
after placental degeneration is of para- 
mount importance. He points out the high 
incidence of grave pre-eclamptic toxaemia 
in concealed accidental haemorrhage and 
notes the apparent paradox that in many 
cases, however, there is no evidence of 
toxaemia, those presumably being due to 
immediate massive involvement of the 
placenta with immediate foetal death. 
Eclampsia then is preceded by placental 
ischaemia and toxic features only develop 
if the lesion is still compatible with a period 
of foetal survival. 

By study of the placenta at term in such 
cases Young believes that it is possible to 
assess the time elapsing between the first 
attack on the placenta and death or de- 
livery of the foetus. Early in pregnancy 
the placenta may be normal. Infarction 
may then occur, being first chocolate 
coloured and then becoming, after some 
weeks, the classical picture of the ‘‘ old 
white infarct.’’? Further infarcts occur and 
may depict by the presence of smaller 
infarcts of differing age, repeated minor 
assaults on the integrity of the placenta, 
culminating in the massive recent in- 
farction often associated with foetal death 
and representing the crescendo of damage 
of a process which began in early preg- 
nancy in diminuendo. By study of such 
placentae there can be seen pictures of past 
battles, filled in trenches, exploded mines 
and craters, the stigmata of past damage 
obscured by or inextricably intermingled 
with evidence of present activity. 

Placental infarction per se, however, is 
merely the first stage in the process. 
Bartholomew and Kracke (1932) in com- 
mon with many other workers, believe that 
from these areas of necrosis and placental 
autolvsis are liberated into the maternal 
blood-stream ‘“‘ toxins ’’ of widely different 


chemical properties. Most of these are re- 
garded as poisonous protein split products 
and were believed to include peptone, 
histamine, tyramine and guanidine. In 
eclampsia the absorption into the maternal 
blood-stream of split products of placental 
protein occurs from acutely infarcted areas 
which they term the ‘‘ Type E ’’ infarct. In 
a recent study Hill and Trimble (1944) 
could not confirm the findings of 
Bartholomew and Kracke. They examined 
placentae from 640 consecutive deliveries. 
The placentae were fixed in 70 per cent 
alcohol for 4 to 6 weeks and then were 
examined for areas of infarction involving 
necrosis of the villi. Forty-two of these 
patients had a definite picture of toxaemia 
of pregnancy but on no occasion did they 
find the ‘‘ Type E”’ infarct described by 
Bartholomew and Kracke. 

This summarizes the position until about 
1940. Since then the work of Schneider 
and the Smiths has added important infor- 
mation. The views of Schneider will be 
presented first. 

It has been shown by Obata (1919), 
Krichesky and Pollock (1940), Krichesky 
and Mahler (1942), Olitsky and Casals 
(1945), and many others, that extracts of 
placentae and uteri of pregnant and 
pseudopregnant rabbits were toxic when 
given intravenously in mice. Extracts of 
other tissues, e.g., skeletal muscle, did not 
produce this effect. Schneider (1946) used 
mice of 20 g. weight and expressed the 
toxicity of his extracts as the number of 
M.L.D. or units per ml. ; 1 unit of toxin was 
arbitrarily defined as = M.L.D. on intra- 
venous injection into a 20 g. mouse. 

The intravenous administration of 
placental extracts produced coma, apnoea 
and convulsions. Many animals died at 
once but some recovered after a few 
minutes. A few remained collapsed for a 
few hours after which they died or made a 
slow recovery. Increasing tolerance could 
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be built up by repeated injections and soon 
the mice could survive 2 to 4 times the 
M.L.D. The route of administration 
appeared to be very important, the toxin 
having little effect if given intramuscularly, 
subcutaneously or intraperitoneally. 

The pathological changes in the experi- 
mental animals were quite definite. There 
was focal necrosis of the liver. Macro- 
scopically this was shown by irregular areas 
of discoloration shining through the liver 
capsule. At first these were dark red in 
colour and appeared about } to r hour after 
the injection. In 24 hours they were paler 
and better defined showing a rather mottled 
appearance with dark and pale areas 
alternating. They were commoner in the 
left lobe of the liver than in the right and 
appeared to have a predilection for a 
position immediately subcapsular. 

Microscopically there was dilatation of 
the hepatic sinusoids with vacuolation of 
the liver cells going on to necrosis in 18 
hours. These lesions had no constant 
position in the liver lobule. They occurred 
in midzonal, peripheral or central areas of 
the lobule. A conspicuous feature was the 
appearance of thrombi in the vessels in the 
vicinity. The time required for the 
absorption of the necrotic patches in the 
liver depended mainly on the size of the 
lesions. 

Schneider also noted that inactivation of 
the placental toxin could be effected by 
human serum. The inactivating potency 
of serum rises during human pregnancy 
and mouse pregnancy, begining in human 
pregnancy at the tenth week. The maxi- 
mal titre occurs just before term and normal 
levels are restored a few weeks after de- 
livery. The maximum titre in pregnancy 
according to Schneider’s arbitrarily fixed 
standard is 230 units per ml. as compared 
with normal values of 37 units per ml. in 
men and 43 units per ml. in the serum of 
non-pregnant women. This rise’ in 
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‘inactivating potency’’ parallels very 
closely the rise in histaminase in the blood 
during pregnancy and will be further 
referred to in the appropriate section. 

It was also noted that in mice the res- 
ponse to the intravenous administration of 
the toxin was not the same under all 
conditions. In general it was found that 
sensitivity to it increased with increasing 
age of the animal. Another important 
finding was that, after administration of a 
sublethal dose of toxin the animal became 
refractory to the toxin for a certain period. 
To illustrate this: An animal which would 
be killed by 1 unit could, if given a sub- 
lethal dose, survive a dose of 7 units at 3 
minutes and up to 20 units at 10 minutes. 
For the next 3 hours refractoriness was 
very marked indeed and doses up to 30 
units (i.e. enough to kill more than 30 
ordinary mice) could be borne without ill 
effects. Within 48 hours the sensitivity of 
the animals had returned to normal. The 
chief value of this refractory phase was that 
during this time the administration of 
massive doses produced liver lesions more 
frequently than in response to a single dose 
of the toxin. Also during this refractory 
phase kidney lesions consisting of contrac- 
tion and shrinkage of the organs with the 
production of a pale granular surface were 
noted. In pregnant mice on the other hand 
it was much more difficult to produce a 
refractory period by the administration of 
sublethal doses of toxin. This could 
only be effected by careful regulation of 
dosage giving gradually increasing quanti- 
ties until the animals were desensitized. 
When this was done pregnant mice, like 
non-pregnant animals, also showed focal 
necrosis of the liver in response to massive 
dosage of the toxin. Paradoxically, how- 
ever, Schneider found that although an 
inactivator of placental toxin was present 
in the blood during pregnancy in higher 
concentration than in normal blood, preg- 
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nant mice were actually more sensitive to 
the administration of the toxin than non- 
pregnant mice. 

The chemical nature of this ‘‘ toxin ’’ has 
long been in doubt. Krichesky and Pollock 
(1940) considered that the toxic substance 
liberated from the uteri and placentae of 
pregnant rabbits was histamine on the basis 
of inactivation of the toxic effects by 
histaminase. Schneider, however, has 
adduced evidence that the toxic substance 
in human and animal placental extracts is 
identical with thrombokinase (thrombo- 
plastin), i.e., the substance set free when 
blood platelets disintegrate and when tissue 
cells are damaged. Thrombokinase was 
estimated by the 1-stage prothrombin time 
method using calcium chloride. 

In support of this view it was noted that 
placental tissue is a very rich source of 
thrombokinase and that placental extracts 
previously known to be rich in toxin are 
also rich in thrombokinase (Dieckmann, 
1929). Indeed in extracts of several tissues 
the toxin and thrombokinase content of the 
organs parallel each other. Samples of 
placental extract are inactivated by heating 
to different temperatures for one hour and 
in these cases the loss of thrombokinase 
activity closely parallels the loss of toxic 
activity. In addition, both the toxin and 
thrombokinase show a macromolecular 
structure. Thrombokinase was shown to 
have such a structure by Chargaff, Moore 
and Bendich (1943) and the rate of sedi- 
mentation of placental toxin was found 
by Schneider (1946a, b) to be the same as 
that of thrombokinase. 

The effect of heparin was also investi- 
gated in this connexion. This substance is 
believed to block the clotting mechanism 
by preventing the formation of thrombin 
from prothrombin under the influence of 
thrombokinase (Whitby and _ Britton, 
1947). It was found experimentally that 
heparin will give protection against even 


massive doses of placental toxin. Finally, 
the characteristics of the pathological 
lesions are suggestive. In pre-eclampsia 
and eclampsia the main changes appear to 
be a tendency to capillary thrombosis with 
associated areas of necrosis and sometimes 
a haemorrhagic tendency. Lesions in the 
central nervous system consisting of small 
punctate haemorrhages have been reported 
by Dieckmann (1929), Jardine and 
Kennedy (1920), and Larson and Bennett 
(1939). Predominantly thrombotic lesions 
in the liver have been noted by Schmorl 
(1902), Schwartz (1927), and Baird and 
Dunn (1933) and hepatorenal focal lesions 
by Bartholomew and Kracke (1932). 

It is suggested that during pregnancy 
the inactivating substance in the serum 
may be the anti-thrombokinase described 
by Tocantins (1943, 1944). 

If the above findings are correct cautious 
dosage with heparin or anti-thrombokinase 
might be advantageous in the treatment of 
toxaemia of pregnancy (Schneider, 1947). 


Menstrual Toxin and Necrosin. 

In discussing the cause and purpose of 
menstruation Smith and Smith (19452, b, 
C; 1946, 1948) suggest that menstruation is 
a toxic phenomenon associated with 
‘“‘ withdrawal of hormonal support.’ It is 
thought that premenstrual regression of the 
endometrium is associated with the libera- 
tion of a very toxic protein which is sub- 
sequently eliminated in the menstrual 
discharge. This substance is an atypical- 
tissue-destroying euglobulin lethal to ex- 
perimental animals in very small dosage 
and producing generalized vascular 
damage with great rapidity. If absorbed 
in excess it may well account for menstrual 
molimina and may be the “bleeding 
factor ’’ described by previous investiga- 
tors. In addition to this euglobulin they 
believe that menstrual discharge contains a 


fibrinolysin which is probably different 
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from the euglobulin. Also present is a 
pseudoglobulin, a protective substance able 
to neutralize the effects of menstrual toxin. 
It is concluded that the whole sequence of 
events is started by withdrawal of hormonal 
support from the endometrium just prior 
to menstruation. This leads to increased 
endometrial katabolism with the release of 
‘‘menstrual toxin’’ or the so-called 
“bleeding factor’? and the commence- 
ment of menstruation. The release of toxin 
may in turn stimulate the pituitary to 
secrete F.S.H. in readiness for the next 
cycle. 


Attempts to purify the ‘‘menstrual toxin’’ 
have been hampered by its lability. It is 
extremely unstable and very rapidly loses 
its potency. It has been demonstrated that 
susceptibility to the toxic factor present in 
endometrial debris is diminished by pre- 
vious administration of adrenal cortical 
extract or of progesterone. The reason for 
this is not quite clear. 


Smith and Smith have concluded that 
menstrual toxin is identical with the sub- 
stance necrosin isolated from inflammatory 
exudates in dogs by Menkin (19438, b, c; 
1945, 1946). The latter induced inflam- 
matory changes in the pleural cavity of 
dogs by injection of turpentine. This sub- 
stance necrosin which is distinct from 
leucotaxine and __ leucocyte-promoting- 
factor (pseudoglobulin) is capable of pro- 
ducing cellular injury by alterations in the 
pattern of cell chemistry. It is closely 
associated and may be identical with 
pyrexin, the pyrogenic factor in inflam- 
mation also associated with the euglobulin 
fraction of inflammatory exudate. It is 
believed that pyrexin is the ‘‘ end product 
of enzymatic activity associated with 
necrosis. ”’ 


The similarities between menstrual toxin 
on the one hand and canine necrosin 
obtained after injection of turpentine into 
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the pleural cavity on the other are numer- 
ous. In the first place both the toxin and 
necrosin are concentrated in _ tissue 
elements. The toxin is found in endo- 
metrial debris and necrosin in cellular 
debris which settles after the pleural fluid 
has been allowed to settle for some time. 
The toxicity is directly proportional to the 
quantity of endometrial or cellular debris. 
Secondly the toxicity of both menstrual 
toxin and necrosin is much decreased by 
exposure to air. This is due to their great 
lability. Both substances are associated 
with euglobulin fractions and behave as 
proteins of high molecular size. Both 
menstrual toxin and necrosin hasten blood 
clotting in the experimental animal and 
both are pyrogenic in the rabbit. The 
pathological effects on experimental 
animals are identical; both compounds 
show marked proteolytic activity, disso- 
lution of a fibrin clot being obtained with 
both menstrual toxin and necrosin. This 
is probably due to an enzyme—fibrinolysin. 
The latter substance is different from the 
toxin as it has been found that fibrinolytic 
qualities of an extract may remain when its 
toxicity is lost. 

That menstrual toxin and canine necro- 
sin are indeed identical is suggested by 
precipitin tests. Repeated injections of 
either substance into rabbits causes the 
production of precipitin antibodies by the 
animal. It has been found that the serum 
of rabbits immunized against menstrual 
toxin precipitates canine necrosin and vice 
versa. Another cogent argumentin this con- 
nexion is the fact that the serum of rabbits 
immunized with menstrual discharge will 
prolong the survival time of immature rats 
given a lethal dose of menstrual discharge. 
This serum will also delay death from canine 
necrosin. This protective effect is due to 
the presence of a pseudoglobulin fraction 
which appears always to be present in the 
same material as contains the toxin. 
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In summary it can be said that menstrual 
discharge and the material obtained from 
artificially induced pleural effusions in dogs 
contain three main substances : 


(x) Toxin, identical with necrosin. 


(2) Fibrinolysin, an enzyme which ap- 
pears to be different from (1). 


(3) Pseudoglobulin, a protective sub- 
stance of different chemical structure from 
both (1) and (2). 


Relationship to Toxaemia of Pregnancy. 

As regards the aetiology of pre-eclampsia 
Smith and Smith (1948) state ‘‘ Our studies 
have led us to the concept that the final 
cause of pre-eclampsia is an escape from 
the uterus into the general circulation of an 
injurious protein, the product of intra- 
uterine tissue damage and possibly a by- 
product of the action of proteolytic enzymes 
the release of which depends on cellular 
injury.”’ 

Toxaemia of pregnancy is, therefore, 
brought into line with menstruation and the 
two appear to have a common aetiological 
basis. The toxin is identical in the two con- 
ditions. In menstruation it is contained in 
menstrual discharge. In toxaemia of 
pregnancy it is thought to arise in the 
decidua ‘‘from tissue damage in a pre- 
maturely senescent placenta resulting from 
the withdrawal of hormonal support.’’ It 
is also noted that rabbit serum immunized 
against canine necrosin gives positive 
precipitin tests not only against menstrual 
toxin and menstrual discharge but also 
against serum obtained from menstruat- 
ing and toxaemic women. No response is 
obtained with sera of non-menstruating or 
normally pregnant women. 

Fibrinolytic qualities are not shown by 
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the sera of normal women but with men- 
struating and toxaemic women marked 
fibrinolysis is noted. Unfortunately, al- 
though normally pregnant women do not 
show this effect, the sera of cases of essen- 
tial hypertension in pregnancy and chronic 
nephritis in pregnancy may occasionally 
also show fibrinolytic qualities and there- 
fore the specificity of the test is doubtful. 


It is well known that menstrual toxin can 
produce oedema and_ vasoconstriction 
with widespread capillary damage. In 
pre-eclampsia — generalized capillary 
damage is a frequent finding (Kellogg, 
1945). In the kidney the glomeruli are 
affected. It is suggested that the vascular 
spasm will produce hypertension. 
“Menstrual toxin’’ has also an antidiu- 
retic action and this may explain the hyper- 
sensitivity of pre-eclamptic patients to 
posterior pituitary extracts. 


Diagrammatically the process may be 
represented as follows (Smith and Smith, 


1946) : 
Placental ischaemia. 


Withdrawal of hormonal support. 


Release of toxin from prematurely 
senescent placenta with degenera- 
tion of syncytium. 


Finally, the pseudoglobulin fraction 
which exercises a protective action has been 
recommended by the Smiths for the treat- 
ment of toxaemia of pregnancy. As yet the 
number of cases studied is too small ade- 
quately to assess its therapeutic efficacy. 
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PART II 
HISTAMINASE. 


In 1929 Best showed that histamine 
could be inactivated by the enzyme hista- 
minase. Zeller (1938, 1941a, b) believes 
that this enzyme is identical with the one 
destroying certain diamines notably 
putrescine, agmatine and cadaverine and 
should therefore be termed diamine 
oxidase. It was first demonstrated by 
Marcou (1937) that the blood of pregnant 
women had a higher histaminolytic power 
than the blood of normal women and subse- 
quent work has amply confirmed _ this. 
(Effkemann and Werle, 1940; Werle and 
Effkemann, 1940; Zeller, 1941 a, b.) 
Particularly are we indebted to the studies 
of Ahlmark (1944, 1945) and of Anrep and 
his colleagues (1939, 1943, 1947a, b) in 
this connexion. 

Histaminase has a wide distribution 
throughout the tissues of the body. Origin- 
ally discovered by Best (1929) in the pul- 
monary tissues of cattle and horses it has 
been subsequently shown that the highest 
concentrations of the enzyme occur in the 
intestinal mucous membrane (Best and 
McHenry, 1930), the cortex of the kidney 
(Edlbacher and Zeller, 1937) and especially 
the placenta of certain species including the 
human. In pregnancy it is found in the 
serum but not in the red-blood cells (Anrep 
et al., 1941). 

Ithas been found difficult to prepare pure 
extracts of the enzyme which still main- 
tained their potency. Best and McHenry 
(1930) prepared a fairly stable histaminase 
powder by extraction of beef kidney with 
acetone and ether. Other preparations 
using similar methods have been made by 
Edlbacher and Zeller (1937) and Laskowski 
(1942). The purest preparation, however, 
has been obtained by Swedin (1943) who 


extracted ground hog kidney with phos- 
phate buffer at pH7.7 and precipitated it 
with ammonium sulphate. After dialysis 
with physiological saline and water the 
solution was heated for 10 minutes up to 
45 to 50C. A slight precipitate was 
removed by centrifugation and the prepara- 
tion again precipitated with ammonium 
sulphate. After dialysis Swedin obtained 
a preparation with a 35 times stronger 
enzyme effect than the pig kidney. By 
electrophoresis even greater purity was 
obtained: up to 124 times of the original 
material. The preparation, however, like 
all those previously made was unstable. 

Histaminase is inhibited by cyanide. Its 
mode of action is by oxidation. One atom 
of oxygen is absorbed and one molecule of 
ammonia formed when one molecule of his- 
tamine is destroyed by the purified enzyme. 
Important parts of this reaction as well are 
the formation of hydrogen peroxide and the 
rupture and destruction of the iminazole 
ring of the histamine. 

The quantitative determination of the 
histaminolytic power of plasma is, accord- 
ing to Ahlmark, best determined by a 
biological method using guinea-pig’s intes- 
tine. This technique depends on the modi- 
fication introduced by Code (1937) of the 
method of histamine determination intro- 
duced by Barsoum and Gaddum (1935). 
It is thus possible to determine the hista- 
minolytic power with an average error of 
8 per cent and the histaminolytic power of 
plasma is expressed as the amount of hista- 
mine base which under certain defined 
conditions is inactivated by 1 ml. of plasma 
in rt hour, i.e. in y/ml./hr. 

Anrep e¢ al. (1941, 1947a) using a modi- 
fication of Marcou’s original method ex- 
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press their results in a rather different way. 
They are based on what is called the 
Histaminolytic Index—H.I.—which repre- 
sents the percentage of histamine destroyed 
in 30 minutes at 37°C. by blood to which 
3 vg. of histamine diphosphate have been 
added per ml. 


In Marcou’s original method of deter- 
mining the ‘“‘H.I.’’, serum, blood or 
plasma was warmed to 37°C., a trace of 
heparin was added as an anticoagulant and 
then 30 pg. of histamine diphosphate in 
1 ml. of Tyrode’s solution was added. The 
mixture was incubated; 10 ml. of 10 per 
cent trichloracetic acid were added and 
the extract prepared by Code’s modifica- 
tion of Barsoum and Gaddum’s method. 
The assay was made on atropinized guinea- 
pig’s ileum and against a standard solution 
of 15 »g. histamine diphosphate per ml. A 
second extract was prepared without incu- 
bation to serve as a control, the same 
amount of histamine being added to tri- 
chloracetic acid instead of to blood. Hista- 
minolytic power of the blood can then be 
expressed, 


Anrep and his co-workers (1947a) have 
recently described a “‘ simplification ’’ of 
Marcou’s method which they claim saves 
a considerable amount of time. In this 
method the “ active’’ and control samples 
are assayed without preliminary extraction 
against each other and against standard 
solutions of histamine using guinea-pig’s 
gut as described above. 


In addition to the biological method, 
other methods are available for the estima- 
tion of histaminase. These depend on the 
measurement of oxygen consumption, the 
ammonia production and the peroxide pro- 
duction. 


Dr. Kapeller-Adler (1949) has developed 
a quantitative colorimetric method depend- 
ing on peroxide production, which should 
make these estimations easier and quicker. 
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Application of histaminolytic power of 
plasma to human medicine. 
The views of Ahlmark will first be pres- 
ented and later will be compared with those 
of Anrep and his co-workers. 


Histaminolytic power of plasma in men and 
in non-pregnant women. 

The histaminolytic power of plasma in 
men and in non-pregnant women is very 
low as measured by the recognized 
methods This is agreed by all workers in 
the field. Ahlmark (1945) made estima- 
tions on the plasma of 7 healthy men and 
found an average histaminolytic power of 
0.006 y/ml./hr. +0.001 (max. 0.016 ml. 
/hr., min. 0.002 y/ ml. /hr.) and the plasma 
from healthy non-pregnant women 
showed 0.005 y/ml./hr. +0.0006 (max. 
0.015 y/ml./hr., min. 0.002 y/ml./hr.). 


Histaminolytic power of plasma in preg- 
nancy. 

In pregnancy Marcou (1937) was the 
first to show the great increase in histamino- 
lytic power which appeared to reach a 
maximum just before parturition. Werle 
and Effkemann (1940) showed that the 
histaminolytic power was 3} x normal at 
the third month of pregnancy, 20-25 x 
normal at the seventh month and that after 
parturition there was a rapid decrease with 
ultimate disappearance of the histamino- 
lytic power. Zeller and Birkhauser (1940) 
using the indigo disulphonate reaction to 
estimate histaminase also confirmed this 
finding. 

Ahlmark’s study of histaminolytic power 
of the plasma in pregnancy consisted of 200 
estimations on 45 normally pregnant 
women. He found that the histaminolytic 
power of the plasma increased about a 
thousand times during pregnancy. The 
increase began about the 7th week after 
the last menstruation and was especially 
pronounced from the 8th to the 13th weeks 
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MI/H 


Histaminolytic power of plasma in 45 healthy 
pregnant women (after Ahlmark). 
Abscissa—month of pregnancy calculated from 

last missed period. 
Ordinate =histaminolytic power in y inactivated 
plasma / ml. /hr. 


rising then 10 to 15 per cent per day. This 
histaminolytic power usually reaches its 
maximum about the 7th month of preg- 
nancy, the figure then being in the 
neighbourhood of 3.5 y/ml./hr. After the 
7th month it falls slightly only to rise again 
to this level with the approach of term. 
Ahlmark believes that the increase in hista- 
minolytic power between the 8th and the 
13th weeks is so constant that in healthy 
subjects it is often possible to state the exact 
duration of the pregnancy within 6 to 7 
days. Anrep and his co-workers do not 
agree with this because they do not consider 
that the figures obtained from day to day 
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are significantly different when expressed 
statistically. They believe that there is 
little significant rise in the histaminolytic 
power of the blood at less than 7-day inter- 
vals. 

In the puerperium the histaminolytic 
power drops about 45 to 50 per cent each 
day and no increased value was found in a 
healthy woman a fortnight after parturi- 
tion. 


The histaminolytic power of the placenta. 


The source of the histaminolytic enzyme 
existing in the blood during pregnancy has 
not been definitely established but it is very 
probable that it originates in the placenta, 
which has been shown by numerous investi- 
gators to be a very rich source of the 
enzyme. Zeller and Schar (1939) investi- 
gated the histaminolytic power of the 
placenta and stated that the effect was due 
to diamine oxidase. These findings were 
borne out by Danforth (1939) and by 
Effkemann and Werle (1940). 

Ahlmark used a method of extraction 
similar to that for blood and again ex- 
pressed results in y/ml./hr. In the experi- 
mental animal, rats were found to have a 
strong histaminolytic power but this was 
less strongly developed in rabbits, guinea- 
pigs and cats. The histaminolytic power 
of human placentae was very high, 
figures obtained varying from 56 to 102 
+/ml./hr. It appeared that some correla- 
tion existed between the histaminolytic 


_ power of the placenta on the one hand and 


the blood on the other. Ahlmark found in 
general that patients with a low placental 
histaminolytic power had low plasma 
values, e.g. some cases of pre-eclampsia. 
Conversely high placental values were 
associated with high readings in the blood. 
A sufficient number of cases was not 
studied however, to be positive in this con- 
nexion and clearly more work is required 
before definite conclusions can be drawn. 
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Anrep and his co-workers (1947a, b) 
noted in common with others the rapid drop 
in histaminolytic power of the plasma on 
delivery suggesting that the origin of the 
enzyme was in the foetus or its appendages. 
To determine the part played by the foetus 
blood was collected from the umbilical cord 
and the histaminolytic power determined. 
This was always found to be much lower 
than the corresponding values for the 
mother’s serum. This low figure makes it 
seem unlikely that the foetus itself acts as 
a source of the enzyme and serves as an 
additional pointer in the direction of the 
placenta as the chief site of origin. Anrep 
is not entirely in agreement with Ahlmark 
as regards the interpretation of the high 
histaminolytic power exhibited by the 
placenta. The former is of the opinion that 
there is little difference between the hista- 
minolytic power of placental extracts in 
early and late pregnancy and he concludes 
that the total production of the enzyme 
depends on the quantity of placental tissue 
present at the time and not on any qualita- 
tive difference of placental tissue. 

Although many organs are rich sources 
of histaminase the placenta is unique 
amongst them in that its content exceeds 
that of any other organ, and it probably 
liberates the enzyme into the maternal cir- 
culation and to a small extent into the cir- 
culation of the foetus by diffusion. 

The differences between the views of 
Ahlmark on the one hand and Anrep on the 
other may be summarized as below: 


AHLMARK ANREP 


Histaminolysis in men and 


non-pregnant women Slight 


Maximal hystaminolysis in 


pregnancy 

at the 9th month. 
Puerperium 

hours after parturition. 
Placenta 
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Histaminolytic power of plasma in patho- 
logical pregnancies. 

Ahlmark (1945) states: “‘If we find 
values of the histaminolytic power in 
healthy pregnant women which are not in 
agreement with the clinical data it is a re- 
minder that something has occurred to dis- 
turb the physiological course of preg- 
nancy.’’ In normal pregnancies the rise is 
so regular and constant that deviations 
from the normal can easily be demon- 
strated. 

It should be noted in passing that the 
curve of histaminolysis is similar to the gen- 
erally recognized curves for oestrogen and 
pregnanediol during pregnancy in that a 
steady rise occurs during gestation cul- 
minating in the maximum figure just before 
delivery. The curve is not similar to that 
obtained in the case of chorionic gonado- 
trophin where the peak values are found 
early in pregnancy (vide infra). The hista- 
minolytic index does not at present offer an 
earlier diagnosis of pregnancy than can be 
made by the Aschheim-Zondek and 
Hogben tests, although it may be useful in 
forming a “‘ quantitative’’ diagnosis of 
pregnancy about the 3rd month when, 
according to Ahlmark (1945), its very con- 
stant daily rise allows one to ascertain how 
far the pregnancy has proceeded to within 
about 6 days. 

In cases of pre-eclamptic toxaemia and 
eclampsia there is much divergence of 
views. Kapeller-Adler and Adler (1942, 
1943) found that during pregnancy nor- 


Absent. 


At 6th to 7th month after which Steady increase in histaminolytic 
it declines slightly to rise again 


power reaching maximum in 
oth month. 


Increased histaminolysis 2 to 3 Samples before and just after 


delivery have the same values. 


Reports very high values i.e., | Lower values. 
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mally occurring histidinuria decreases or 
disappears completely and that histamine 
appears in the urine. They were of the 
opinion that the histaminolytic power of the 
plasma was diminished in these conditions. 
Werle and Effkemann (1940) in a study of 
12 cases of toxaemia of pregnancy did not 
obtain any abnormal readings. 


Ahlmark (1945) in a study of 20 cases 
found deviations from normal values in 
most cases. He found that 1/3 showed 
normal values for the stage of pregnancy, 
1/2 had abnormally high values and 1/3 
abnormally low values. There appeared to 
be no correlation between the severity of the 
symptoms and disturbance in histaminoly- 
tic power. Anrep and his co-workers 
(1947b) studied 12 cases of severe pre- 
eclampsia and eclampsia of average dura- 
tion of pregnancy 35 to 41 weeks. In 8 
cases the histaminolytic power was normal 
and in 4 it was reduced by not more than 
20 per cent. They found no patients with 
abnormally high values. 


In cases of threatened abortion the evi- 
dence is much more definite. Effkemann 
and Werle (1940) reported a decrease in 
the histaminolytic power of the plasma in 
cases of imminent, incipient or incomplete 
abortion. This is corroborated both by 
Ahlmark and Anrep. The latter in a 
study of 26 cases reported an average 
diminution in the ‘‘H.I.’’ of 78 per cent 
below normal, the values ranging from 46 
to 100 per cent below normal. 


The histaminase reaction may therefore 
be used as a delicate index for rapid detec- 
tion of foetal death, especially if this is 
accompanied by separation of the placenta. 
It would seem that a diminution of the 
histaminolytic power of the plasma by 50 
per cent or more below the value expected 
for the month of pregnancy indicates such 
a grave disturbance in placental circula- 


tion as to be incompatible with the con- 
tinuation of normal pregnancy. 


In cases of abortion the ‘‘ H.1.’’ would 
appear to give a good index of prognosis. 
Rapid progressive fall of the “‘H.I.”’ is 
always associated with a bad prognosis 
usually with foetal death, a stationary 
“H.1.”’ after an initial fall, or especially a 
rising ‘‘ H.I.’’ is an indication of a better 
prognosis in these cases. By this means, 
therefore, the therapeutic efficacy of anti- 
abortion measures can be assessed and more 
rational bases contributed to anti-abortive 
treatment. 

In ectopic pregnancy only a few cases 
have been studied but the changes appear 
to be quite characteristic. In the early 
months of pregnancy the increment in 
“H.I.”’ is approximately normal, but as 
the pregnancy proceeds the increase in 
““H.I.”’ lags behind the expected figures 
and finally ceases altogether. There is not, 
however, the sudden catastrophic fall 
characteristic of abortion. 


In one case of hydatidiform mole 
Ahlmark (1945) stated that the histamino- 
lytic power of the plasma was increased. In 
direct contradiction to this Anrep et al. 
(1947) report on 5 cases in which the 
histaminolytic power of the blood was the 
same as in non-pregnant women, i.e., no 
histaminolysis was detected even with 
prolonged incubation with histamine 
diphosphate. Two of these cases were at 
a stage comparable to the 7th month of 
pregnancy. Moreover, the mole itself when 
examined also showed no histaminolytic 
action in marked contradistinction to the 
normal placenta. 


In one case of chorionepithelioma Anrep 
et al. reported a positive histaminolytic 
effect and in 2 cases of placenta praevia 
normal values were obtained considering 
the duration of pregnancy. 
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PART III 
ACETYL CHOLINE AND CHOLINESTERASE. 


The fact that human placental tissue is a 
very rich source of acetyl choline was first 
demonstrated by Bischoff, Grab and 
Kapfhammer (1932) and confirmed by 
Hauptstein (1932) and by Chang and 
Gaddum (1933). The last two workers used 
the rectus abdominis test to assay the 
acetyl choline activity in an alcoholic 
extract of placental tissue and they found 
that fresh human placenta contained 28 
pg./g. of acetyl choline. Since then most 
of the work in this connexion has been done 
by the Chinese School of Physiologists. 

In 1934 Chang noted that acetyl choline 
had a strong oxytocic action on the uterus. 
The fact that it was found in large quanti- 
ties in human placentae caused him to con- 
sider its possible role in labour. He later 
adduced evidence that the acetyl choline 
activity of the placenta is directly related 
to the activity of the uterus as judged by the 
duration of labour and intensity of the 
uterine contractions in labour. He postu- 
lated that a high acetyl choline activity of 
the uterus was usually associated with such 
conditions as abortion and_ placenta 
praevia whereas low acetyl choline values 
were found in uterine inertia. It was sug- 
gested, therefore, that acetyl choline might 
play a local role in the normal mechanism 
of labour. Bell and Playfair (1934) used 
acetyl choline in the treatment of uterine 
inertia. The rationale of this treatment 
was based on the work of Walker and 
Henderson (1934), who showed that the 
highest concentration of placental acetyl 
choline occurred at the 3rd and 6th month 
of pregnancy and gradually diminished 
with the approach of term. In patients with 
short labour the acetyl choline concentra- 
tion was higher than in those with a pro- 


longed labour. In was found that acetyl 
choline in dosage of 0.2 g. intramuscu- 
larly 3-hourly was of value in the treat- 
ment of uterine inertia, being superior in 
this respect to therapy by oestrogens, 
quinine, or pituitrin. No toxic effects were 
observed but the very transient action of 
acetyl choline was noted and the pos- 
sibility of using parasympathomimetic 
drugs of longer action such as mecholy] was 
suggested. 

The site of occurrence of acetyl choline 
in the placenta is believed to be the tropho- 
blastic epithelium of the chorionic villi 
(Chang, 1934, 1936, 1938; Chang, Wen 
and Wong, 1935, a, b). Only in the villous 
tissue could acetyl choline be demonstrated. 
These workers used a special type of fixa- 
tive consisting of I per cent Ammonium 
Reineckate in 10 per cent formaldehyde or 
80 per cent alcohol. By this means they 
could precipitate certain granules in the 
trophoblastic epithelium representing pre- 
sumably choline groups. These granules 
could be stained by aniline and acid 
fuchsin and they occurred in Langhans’s 
layer and in the syncytial layer with 
equal distribution between the two. More 
granules were present in early (abortive) 
placentae than in older placentae. No 
acetyl choline could be demonstrated in the 
liquor amnii, amniotic membrane, or the 
umbilical cord. 

Chang (1938) has demonstrated that 
acetyl choline exists in the placenta in two 
forms—free and reserve. The free form 
can be easily extracted in the cold by alcohol 
or saline with the addition of eserine. The 
reserve form is only obtained by incuba- 
tion of the placenta at a favourable tem- 
perature, e.g., 37°C. after extraction. 
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As regards animal species it is interest- 
ing to note that among animals, only the 
placenta of the rabbit appears to be a rich 
source of acetyl choline (Reynolds and 
Foster, 1939). In addition to the high 
concentration during pregnancy in these 
animals they also found high values in the 
uterus during oestrus and pseudopreg- 
nancy. Chang (1936) reports that the dog 
and cat placentae in contrast to human are 
very poor sources of acetyl choline. 

The enzyme cholinesterase contained in 
the blood and tissues of the body splits 
acetyl choline into choline and acetic acid. 
The choline formed is pharmacologically 
weak when compared with acetyl choline. 
Cholinesterase appears to be especially 
plentiful in tissues where acetyl choline is 
liberated by nerve impulses. The action 
of the enzyme is rapid and therefore the 
effect of acetyl choline released by nerve 
impulses is of very brief duration. When 
cholinesterase is inactivated, however, the 
action of acetyl choline is prolonged and in- 
tensified. Physostigmine and allied drugs 
inactivate cholinesterase and this is the 
basis for their parasympathomimetic 
effects. The action of physostigmine on the 
enzyme is one of temporary inactivation, 
the drug itself being an ester which com- 
bines with the enzyme and is slowly 
hydrolyzed by it. 

Torda (1938; 1942) undertook an investi- 
gation of the cholinesterase content of 
certain tissues without innervation includ- 
ing the placenta, blood and denervated 
muscle. The cholinesterase content of 
denervated muscle decreases for some 
weeks after denervation but does not com- 
pletely disappear. This was shown in the 
tat by Meng (1940) and by Martini and 
Torda (1937; 1938), in the rabbit by Leib- 
son (1939) and in the guinea-pig by 
Nachmansohn and Couteaux (1940). 

The high content of acetyl choline in the 
placenta has been referred to above. The 
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work of Chang (1936: 1938) with the frog’s 
rectus abdominis led him to the conclusion 
the the placenta also contains cholines- 
terase. 

The method used by Torda for the 
estimation of the cholinesterase content of 
the placenta was that of Glick (1938) and 
Glick, Lewin and Antopol (1939). She 
found that samples taken from different 
parts of the placenta generally had the same 
cholinesterase activity although sometimes 
cholinesterase was especially high in the 
chorionic villi. Maternal and foetal blood, 
however, differed significantly in cholines- 
terase content. She found comparison of 
the cholinesterase content of the placenta 
with data for its quantity in other tissues 
difficult, because different methods of 
determination of the enzyme did not give 
comparable values. She concluded that 
although the content of the enzyme in the 
human placenta was quite considerable it 
was not as high as the normal content of, 
e.g., blood or the mucosa of the alimentary 
canal. 


Acetyl Choline and Cholinesterase in Pre- 
eclamptic Toxaemia. 

Woodbury, Abreu, Torpin, and Fried 
(1945) investigated the effects of neostig- 
mine methyl sulphate on patients with pre- 
eclampsia. This was based on the work of 
Hofbauer (1941) who had previously re- 
ported that acetyl choline content of the 
placenta was low in cases of pre-eclampsia 
and eclampsia and also that the blood and 
placental cholinesterase was high in these 
conditions. 

The placental cholinesterase was esti- 
mated by Torda’s modification of Glick’s 
method. Results which were expressed in 
vg. of acetyl choline hydrolysed per gm. of 
dried placental tissue were as follows: 

Normal pregnancy 6.0 + 0.15 

Pre-eclampsia 9.4 + 0.19 
These results were considered to be sig- 
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nificantly different. Woodbury and _ his 
colleagues (1945) suggest that this increase 
in cholinesterase may be a_ protective 
mechanism or it may be a contributory 


factor to the pre-eclampsia. The thera- 
peutic efficacy of neostigmine methyl 
sulphate appeared in their series of cases to 
be extremely doubtful. 


PART IV 
PLACENTAL HORMONES. 


During pregnancy the placenta is 
believed to produce chorionic gonadotro- 
phin, oestrogen and progesterone. The 
evidence for this will be briefly reviewed. 

Chorionic Gonadotrophin. Aschheim 
and Zondek (1927) believed that the sub- 
stance in the urine of pregnant women 
which, when injected into immature mice, 
produced follicular maturation luteinization 
and haemorrhage into the ovarian stroma, 
was derived from the pituitary. Since then, 
however, a wealth of experimental evidence 
has been presented by numerous investi- 
gators that the main source of the gonado- 
trophic principle which floods the body 
during pregnancy is the placenta and not 
the pituitary (Collip, 1930; 1934; 1935; 
Collip, Selye, Anderson and Thomson, 
1933; Hamburger, 1933; Deanesly, 1935). 
Indeed it has been frequently shown that 
during pregnancy the gonadotrophic 
hormone content of the pituitary is very 
low. This has been demonstrated in the 
human by Phillip (1930) and by Zondek 
(1931). 

Important differences in biological effects 
exist between the action of gonadotrophic 
hormone extracts obtained from the 
pituitary, the urine of males, or normal 
menopausal and post-menopausal women 
on the one hand and those obtained from 
the placenta and the urine of pregnant 
women on the other (Evans, Meyer and 
Simpson, 1931; Evans, 1933; Evans, Gus- 
tus and Simpson, 1933). For instance pitui- 
tary extracts when tested in immature rats 


cause marked increase in ovarian weight 
provided sufficient extract is given, whereas 
those from pregnancy urine and placenta 
produce only a limited increase in ovarian 
weight no matter how much is given (Orbin 
and Watrin, 1929; Engle, 1933; Schock- 
aert, 1933; Fluhmann, 1933; 1934). 
Superovulation which can easily be in- 
duced in the mature rat by administration 
of pituitary hormones cannot be duplicated 
by chorionic gonadotrophin (C.G.) (Evans 
and Simpson, 1940), but the latter if given 
over a long period is much more likely to 
produce abnormal ovaries with luteinized 
follicles and imprisoned ova. In the imma- 
ture rat according to Selye, Collip and 
Thomson (1933) before follicles are present 
thecal luteinization is much more marked 
with C.G. than with pituitary hormones. 
Perhaps the most cogent evidence for the 
placental origin of the hormone, however, 
is the dramatic observation that the gonado- 
triphic hormone is produced in vitro in 
placental tissue culture (Hein, 19260; 
Sannicandro, 1934; Gey and Jones, 1938). 
Gey and Jones (1943) on the basis of their 
work on tissue culture with 5 three-month 
old placentas, 2 placentas from ectopic 
pregnancies, two full-time placentas and 3 
hydatidiform moles concluded that the 
placental cells produce C.G. and that this 
property was especially marked in the 
Langhans cells which may retain this 
capacity for up to 6 months. In a recent 
paper Stewart, Sano and Montgomery 
(1948) have produced results in support of 
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Gey and his co-workers. They showed that 
human placental cells of approximately 3 
months of age grown in continuous tissue 
culture in vitro produced gonadotrophin, 
and that there was a distinct correlation 
between the growth of the Langhans 
cells and the gonadotrophic hormone 
production. Curves showing the changes 
in the amounts of C.G. in the blood 
and urine at different stages of normal preg- 
nancy have been published by Cole and 
Saunders (1935), Browne and Venning 
(1939), Taylor and Scadron (1939), and 
Jones, Delfs, and Stran (1944). Of these 
workers only Jones et al. (1944), expressed 
their results in terms of the International 
Standard of C.G., the others expressing 
results in terms of arbitrary ‘‘rat’’ or 
“mouse ’’ units. However, there appear 
to be no published estimates in International 
Units of the daily excretion of C.G. in the 
urine during normal pregnancy. 


A total of 136 estimations of C.G. excre- 
tion in the urine of normally pregnant 
woman was made by Loraine (1949a). The 
method of biological assay depending on 
the increase in weight of the prostate in 
immature rats was employed throughout. 
Very high readings such as 20,000 to 40,000 
I.U. per 24-hour specimen of urine were 
obtained from the goth to the 80th day of 
pregnancy as calculated from the date of 
the last menstrual period. This was suc- 
ceeded by a gradual fall and by the tooth 
day of pregnancy the ‘‘ peak period ’’ was 
past, the period of upsurge having been 
followed by a period of decline. From 
100 days onwards to the end of pregnancy 
the figures for C.G. excretion remained at 
or below the 10,000 I.U. mark. In fact of 
the 95 estimations made after the peak 
period only one was above 10,000 I.U. 


The normal range (P=0.99) was 
calculated to extend from 4,000 to 11,000 
I.U. per 24 hours and after 100 days of 
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gestation estimations outside this range 
should be regarded as pathological. 


C.G. and Pre-Eclampsia. Smith and 
Smith (1936, 1937, 1939, 1941, 1944, 1948) 
reported an excess of C.G. in the urine in 
cases of pre-eclampsia but not in all cases, 
and the elevation apparently bore no 
relationship to the severity of the disease. 
They concluded that although an abnormal 
rise in C.G. in the last few months of preg- 
nancy may be the harbinger of an impend- 
ing disaster, the reading per se gave no 
indication of the severity of the accident 
and, therefore, did not appear to be of any 
value in prognosis. A similar conclusion 
was drawn by Loraine (1949b) in cases of 
pregnancy complicated by diabetes. 
Although a proportion of the diabetic 
women (6 out of the 15 studied) showed an 
abnormally high excretion of C.G. during 
pregnancy in no case could it be said that 
a rise in the C.G. level could be regarded 
as the herald of an obstetrical disaster. 

One of the main tenets of the endo- 
crinological theories of Smith and Smith 
regarding the aetiology of pre-eclampsia is 
that the rise in C.G. is a ‘“‘ compensatory ”’ 
one due to lack of oestrogen and proges- 
terone in this condition. Itis now suggested 
(1948) that the primary cause of pre- 
eclampsia is deficient utilization of C.G. for 
the production of oestrogen and progester- 
one. Smith and Smith consider that low 
or normal figures of C.G. in cases of pre- 
eclampsia can be explained by a consider- 
able assault on the placenta, e.g., by 
massive infarction, causing deficient 
elaboration of the placental gonadotrophin. 


Oestrogen. This was first demonstrated 
in the human placenta by Fellner (1922). 
In 1932 Browne, working with Collip, 
isolated the crystalline oestrogenic com- 
pound oestradiol from the placenta. It is 
believed that the form of oestriol present in 
the placenta is probably the same as the 
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oestriol glucuronide isolated from. the 
urine. Oestrone was first isolated from 
the human placenta by Westerfield, 
McCorquodale, Thayer and Doisy (1938) 
and in 1941 Huffman, Thayer and Doisy 
isolated oestradiol from the placenta. 

Experimental evidence indicating that 
oestrogen is produced by the placenta is 
strong. It has been noted that the increase 
in oestrogen content during pregnancy 
parallels the rise in the oestrogen level of 
the blood and urine and that expulsion of 
the placenta at term is followed by a great 
fall in the oestrogen content of blood and 
urine. Also bilateral o6phorectomy in the 
human female does not interrupt preg- 
nancy (Waldstein, 1929; Probstner, 1931; 
Brindeau, Hinglais and Hinglais, 1934). 

Additional evidence that the placenta is 
the source of oestrogen in pregnancy is pro- 
vided by the fact that the same oestrogens 
isolated from pregnancy urine have also 
been isolated from the placenta. 

Although Gey and Jones (1943) failed to 
grow oestrogen in tissue culture Dempsey 
and Wislocki (1944, 1946) using histo- 
chemical techniques have recently demon- 
strated the presence of oestrogenic 
substances in the chorionic villi by the 
finding of lipoidal droplets believed to be 
associated with the secretion of steroid 
hormones. These droplets give the follow- 
ing chemical reactions—lipoid soluble anti- 
fluorescence, Liebermann-Burchardt sul- 
phuric acid reaction and the Schiff or 
plasmal reaction. The main site of secre- 
tion appears to be in the syncytium. In 
normal pregnancies syncytial degeneration 
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occurs as a normal phenomenon at term, 
but in the toxaemias of pregnancy it is 
believed that more pronounced syncytial 
changes in the nature of disappearance of 
the lipoid droplets occur at a relatively 
earlier age thus supporting the view of a 
prematurely senescent placenta in this con- 
dition (Tenney, 1936). 

Progesterone. At first, attempts to 
demonstrate progesterone in the placenta 
were not successful due to the large 
quantities of oestrogens in extracts 
prepared from such tissues. Since tech- 
niques became available for the separa- 
tion of the two hormones several observers 
have been able to detect small quantities of 
progesterone in the human _ placenta 
(McGinty and McCullough, — 1936; 
Ehrhardt, 1936). 

Experimental evidence in favour of this 
includes the fact that although progesterone 
is essential for the continuation of preg- 
nancy, pregnancy can proceed without the 
corpus luteum, suggesting an extra- 
ovarian source of the hormone. Also it has 
been shown that the endometrium and 
mammae of the pregnant rat show a 
progestational effect even after bilateral 
odphorectomy. Pregnanediol is _ still 
excreted in the urine after bilateral 
odphorectomy in such cases (Jones and 
Weil, 1938). 

Dempsey and Wislocki (1944, 1946) 
believe that progesterone like oestrogen is 
secreted by the chorionic villi. So far 
efforts to show a diminution of placental 
progesterone in cases of pre-eclampsia have 
been inconclusive. 


PART V 
MISCELLANEOUS SUBSTANCES IN RELATION TO THE PLACENTA. 


This is a heterogeneous group including 
acid phosphatase, alkaline phosphatase, 
glucuronidase and renin. 

Placental acid phosphatase and alkaline 


phosphatase will be considered together as 
they are closely interrelated. The findings 
are due mainly to the work of Dempsey and 
Wislocki (1944, 1945, 1946); Wislocki and 
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Dempsey (1945, 1946), and Wislocki and 
Bennett (1943). 

Placental acid phosphatase is present in 
the chorionic villi at two periods of preg- 
nancy. In the early stages traces are found 
in the stroma of the chorionic villi but none 
is present in the trophoblast. In later 
pregnancy a shift appears to occur, the 
quantity in the stroma falling almost to 
zero and that in the trophoblast increasing 
greatly. 

Placental alkaline phosphatase on the 
other hand steadily increases in quantity 
throughout gestation until term. Occurr- 
ing in steadily increasing quantities in the 
syncytium, the phosphatase becomes 
maximal just before parturition. At 8 
weeks it is found in the extreme margin of 
the syncytium but steadily encroaches on 
the structure until at term it is very abund- 
ant occupying nearly all the syncytium 
present. The alkaline phosphatase appears 
to have a much greater predilection for the 
syncytium than has the acid phosphatase, 
and for a much longer period of time. 

In studying placentas from cases of pre- 
eclamptic toxaemia and eclampsia these 
workers noted premature ageing of the 
chorionic villi. This was indicated firstly 
by a decline in cytoplasmic basophilia. This 
is believed to be related to the presence of a 
ribonucleoprotein, and though present in 
normal placentas to some extent, it reaches 
its maximum in cases of hydatidiform 
mole. In addition raised alkaline and acid 
phosphatase in the syncytium lining the 
villi was found in these cases. Sometimes 
the content of alkaline phosphatase was 
extremely high. Dempsey and Wislocki 
(1946) suggest that the phosphatase may 
play a part normally in the transfer of car- 
bohydrate and lipoids across the placental 
barrier and may remove phosphate from 
nucleoprotein. It is thought that nucleo- 
protein metabolism may be disturbed in 
pre-eclampsia. In the third place, most 
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cases showed hyaline degeneration of the 
syncytium. It is believed that the 
essential lesion in pre-eclampsia is pre- 
mature ageing of the chorionic villi differing 
only in degree from hyaline changes occur- 
ring normally in the chorionic villi of ageing 
placentas (Tenney, 1936; Tenney and 
Parker, 1940). 

Glucuronidase. A recent paper by 
McDonald and Odell (1947) is noteworthy in 
this connexion. They measured the mono- 
8-glucuronidase activity of the serum using 
0.01 M sodium phenolphthalein glucuroni- 
date as substrate. The method is similar to 
that used by Fishman and Fishman (1944). 
Results are expressed as pg. of phenol- 
phthalein liberated by 1 c.c. of serum in I 
hour under standard conditions of pH and 
temperature. 

In non-pregnant women the normal 
serum glucuronidase was found to be 5.3 
yg. /ml. + 2.1 pg. and varying from 2.1 to 
g.6 »g./ml. In normal pregnancy figures 
were considerably higher, reaching a 
maximum of 12 pg./ml. at the 4oth week. 
The curve was of the slow climbing type 
similar to those described for oestrogen and 
progesterone during pregnancy. In cases 
of pre-eclampsia the results were generally 
higher than in normal pregnancy, figures 
of above 20 pg./ml. being reported. 

Too few estimations were done, however, 
to determine whether by this estimation it 
would be possible to differentiate pre- 
eclampsia from other clinically similar 
conditions especially pregnancy complica- 
ted by essential hypertension or chronic 
nephritis. 

McDonald and Odell (1947) noted that 
the content of the placenta as regards 
glucuronidase activity was much lower 
than the glucuronidase content of the 
kidney, spleen or liver. They, therefore, 
considered it doubtful if the placenta was 
the source of the increased serum glucur- 
onidase activity noted in pregnancy. 
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“*Renin.’’ It has been long known that 
renal cortical extracts had a pressor action 
and were capable of producing hyper- 
tension on injection into rabbits. The 
suggestion has been made that in cases of 
pre eclampsia a pressor substance might 
be liberated from a prematurely senescent 
placenta. Subsequent research, however, 
has not confirmed this (Kellar and 
Sutherland, 1941; Bradshaw, 1946). 


Braun-Menendez et al. (1946) in a very 
thorough investigation of the properties of 
Renin could find no evidence of its increase 
in the placenta in cases of pre-eclampsia and 
eclampsia. 
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STERILITY AWARD 


Tue American Society for the Study of Sterility is offering an Annual 
Awand of 1,000 dollars, known as the Ortho Award, for an Essay on the 
resu!t of some clinical or laboratory research pertinent to the field of sterility. 
Competition is open to those who are in clinical practice as well as to 
individuals whose work is restricted to research in basic fields or full-time 
teaching positions. The Prize Essay will appear on the Programme of the 
forthcoming Meeting of the American Society for the Study of Sterility, 
which is to be held at the Sir Francis Drake Hotel, in San Francisco, on 
24th and 25th June, 1950. 


Full particulars may be obtained from the Secretary, Dr. Walter W. 
Williams, 20 Magnolia Terrace, Springfield, Massachusetts. Essays must 
be in his hands by 1st April, 1950. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 


GYNAECOLOGISTS 


The following were awarded the Diploma of Obstetrics of the College : — 


Allerhand, Maksymilian 
Anderson, Janet Watson 
Arendt, Jerzy 

Barber, Margaret Amy 

Barr, Gordon Todd Dryden 
Birks, Peter Rawson 

Braid, Grace Fides Mati!da 
Broadberry, Edward Rodney 
Bromfield, Frank Bertram 
Buchanan, Alexander Maclaurin 
Caldwell, John Stewart 
Campbell, Iain Colin 
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Edwards, Errol Mendus 
Edwards, Robert Logan 
Eddings, Michael Wilfred 
Ellison, Stanley Esmond 
Elstub, James 

Eminson, Robert Noel Michael 
Farman, Stuart Crisp 
Ferguson, Margaret Mitchell 
Flangan, Michael Brendan 
Freier, Ammud 

Gavin, William 

Hargrave, George Sydney 
Harrison, Richard Thomas Theodore 
Hart, Raymond David Campbell 
Hilton, Brenda Maureen 
Hoyle, Catherine Margaret 
Hughes, Brian Watson 
Hugh-Jones, Eryl Normington 
Humphreys, Richard Cenric 
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Jameson, Robert John 
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Jones, Barbara 
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Murley, David Ronald 
Murray, Archibald Gordon 
O’Dwyer, Edward Michael 
O’Dwyer, James Patrick 
O’Hare, Mary Gabriel 
O’Shea, Roger Aloysius 
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Persey, Alexander 

Peto, Morton John 

Purdie, Sonia Anne 
Rajaratnam, Irene 
Ramsden, George Frederick Emile 
Rees, Glyn Hywell 

Salter, Geoffrey Trickey 
Saxton, Reginald Somes 
Sears, Richard Tankard 
Sherry, Thomas Bernard 
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Shirreffs, Mary Annella 
Smith, Margaret Lothian 
Smith, Mary 

Sollars, Robert James 
Squire, John Walter 
Stedman, William John 
Stewart, Anne Morag 
Stewart, Elizabeth 

Talbot, Norman Graham Guy 
Thompson, Treffry John 
Tosh, Sheena Mary 
Turner, Anthony Chalmers 


Wadsworth, Paul Vincent 
Walsh, Jeffrey 

Wallach, Abraham 
Warburton, Nigel Hubert 
Watt, Alexander Douglas Johnstone 
Webster, Alan Rimmington 
White, Elisabeth Mary 
Will, Margaret Oliver 
Wood, Lionel James 
Woolf, Anthony John 
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BOOK REVIEWS 


‘* Haemolytic Disease of the Newborn.’’ By M. M. 
PickLEes. Published by Blackwell Scientific 
Publications, Oxford, 1949; 165 pages, 21 figs., 
19 tables; 15s. 

Tuis book confirms one’s feeling that the mono- 
graph is the most satisfactory form of medical 
literature. Instead of having to sum up a compli- 
cated subject in a brief series of half-truths, as 
the writer of a comprehensive textbook is bound 
to do, Dr. Pickles has time to paint the picture as 
she has found it. Moreover, it is evident that almost 
every statement is based on work that the author 
has done with her own hands. The book has that 
unmistakably authentic ring which only those 
scientific books can have which are written from 
first-hand knowledge, and not from miscellaneous 
statements collected from others. 

The most valuable sections are those which deal 
with the serological findings since it is in that field 
that the most striking advances have been made. 
Dr. Pickles stresses the difficulties of obtaining con- 
sistent results from titrations in albumin, and the 
futility of drawing conclusions from small apparent 
changes in the titre of antibody. Her own careful 
observations show that the titre of Rh-antibody 
may remain low throughout a pregnancy that ends 
in the death of the foetus; and that, conversely, 
the titre may rise during pregnancy even when the 
mother is carrying an Rh negative foetus. 

There are many interesting observations on the 
blood of affected infants and it is evident that more 
use might be made of reticulocyte counts in assess- 
ing the severity of the haemolytic process in 
individual cases. It also appears that the degree 
of sensitization of the imfant’s cells is a valuable 
criterion of severity, though the relationship 
between sensitization and severity is not a simple 
one. For the first time, full details of a method of 
standardizing a Coombs serum are given. 

Although this book will be most appreciated by 


those who have already studied the subject in some 
detail, it will, at the same time, become the obvious 
book to recommend to anyone who wants a really 
reliable introduction to the whole subject. 


‘“ Textbook of Obstetrics and Obstetric Nursing.”’ 
By BooKMILLER and GEORGE LOVERIDGE 
Bowen. W. B. Saunders & Co. Philadelphia 
and London. Price 22s. 6d., pp. 737. 

The book begins with an interesting chapter on 
the history of nursing, making honourable mention 
of the great British pioneers. This is a feature 
worthy of imitation in textbooks for midwives 
written here. For the rest, one must remember that 
this is an American book and that the management 
of obstetrics in that country differs in many and 
marked ways from ours. Thus the constant 
reference to the physician in the spheres which the 
British midwife regards as her own may invite 
criticism at once. The American midwife seems to 
be a maternity nurse assisting the physician and 
so this book, which defines her duties and respon- 
sibilities, can be only of academic interest to the 
qualified midwife here, and quite useless to the 
British pupil midwife. 

Points of difference taken at random from the 
book are such as advising a toxaemic patient to 
keep her own charts of intake and output; for- 
bidding solid food to the labouring patient; clamp- 
ing the umbilical cord half-an-inch from the skin; 
asking the physician for permission to catheterize; 
and what seems to be a far more elaborate prepara- 
tion for the actual delivery than is general in this 
country. 

The diagrams and other illustrations are very 
good indeed, better than any the reviewer can 
recall in British books, and the pages of advice on 
the behaviour and attitude of the nurse to the 
patient are of particular worth. 
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REVIEWS OF HOSPITAL REPORTS 


REPORT OF THE PENINSULA MATERNITY 
HOSPITAL, CAPE TOWN, FOR THE YEAR 


1947. 


Once again the hospital has been overcrowded. 
This is reflected in the morbidity rate of 7.7 per 
cent (B.M.A. standard) and by a most serious 
epidemic of infantile diarrhoea. The latter lasted 
for several months during which out of 776 infants 
born 118 infants became infected and of these 42 
(35.6 per cent) died. All sick babies were isolated 
completely and many forms of treatment were tried 
including chemotherapy, antibiotics, intravenous 
glucose-saline serum and blood, but a cure was not 
found until the hospital was closed down com- 
completely for 6 weeks. After it was reopened 
further cases did not occur. It is to be hoped that 
the responsible authorities will provide the obvious 
remedy. 

During the year 2,008 admissions resulted in 
1,770 deliveries of which 86 per cent were booked 
cases. There were 4 maternal deaths; 3 emergency 
cases died of cardiac failure, pulmonary embolism 
and rupture of the uterus respectively, while 1 
booked case died from pressure necrosis of the 
uterine wall following a labour characterized by 
severe uterine inertia. The fatal pulmonary em- 
bolism case is of special interest in that the patient 
had suffered from accidental haemorrhage and 
symmetrical cortical necrosis of the kidneys from 
which she was recovering when the embolism 
occurred. Autopsy showed areas of marked 
regeneration in the necrosed cortices. 

The report is pleasingly printed, easy to read and 
shows evidence of much labour having been spent 
on it. But it is not easy to use it for comparison 
with other hospitals’ reports, as its own peculiar 
format is used. Single case data are given only 
for the conditions of transverse lie, prolapsed cord, 
craniotomy, disproportion, Caesarean section, 
eclampsia, maternal deaths and cases of special 
interest. Summarized results of some other con- 
ditions are given in the opening critical survey, but 
many matters of interest, e.g., the foetal survival- 
rate in uncomplicated primigravid breech delivery, 
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cannot be found at all. This report would be even 
more valuable if its format approximated more to 
that suggested recently by the Royal Co.lege of 
Obstetricians and Gynaecologists. 


PAEDIATRIC REPORT FOR THE YEAR 1946 
FROM THE PRINCESS MARY MATERNITY 
HOSPITAL, NEWCASTLE-UPON-TYNE. 


In former years it has been customary to print 
the obstetric and paediatric reports together. The 
paediatric report on this occasion is published 
separately in order to give point to the facts it 
describes. 

There were 2,352 births during the year. Of the 
2,190 infants born alive 2,089 left the hospital 
alive, and 85 per cent of these were completely 
breast fed on leaving the hospital although lacta- 
tion may not have been firm!y established in all 
cases. Infection occurred in 12 per cent of infants, 
but was rarely severe. Death occurred in 6 cases 
from infection and in only 1 of these was the infant 
mature. 

The report contains interesting descriptive in- 
formation about the hospital, its staff, the patients, 
and the countryside, communities and homes from 
which the women come and the quality of the 
transport by which they reach the hospital. Taken 
in conjunction with its carefully prepared numerical 
detail it is hoped that the report will give a picture 
of the hospital’s work which can better be com- 
pared with the work of other hospitals than if 
numerical facts only were given; and this it does. 
Both obstetricians and paediatricians will be 
interested in this novel report. 


CLINICAL REPORT OF THE NATIONAL 
MATERNITY HOSPITAL, DUBLIN, FOR THE 
YEAR 1948. 


This report dea's with the last year of Dr. Alex 
W. Spain’s mastership of the hospital. The 
critical survey has always been a feature of the 
Dublin maternity hospitals’ reports and the intro. 
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ductory critical survey in this report is as full of 
interest as any of its predecessors or contemporaries. 
The general form of the report is the same as in 
previous years, and although the format recom- 
mended by the Royal College of Obstetricians and 
Gynaccologists has been partially adopted it retains 
its distinctly Irish characteristics. 

Into the 114 beds 4,170 patients were admitted. 
Among these were 3,747 deliveries. In the hos- 
pital’s extern service there were 404 deliveries. 
There were 19 maternal deaths including 3 deaths 
among undelivered patients; in the extern service 
there were no deaths. Fourteen of the deaths were 
unavoidable. The avoidable deaths were due to 
peritonitis following repeat Caesarean section in 2 
cases, and to undiagnosed appendicitis (ruptured 
pelvic appendix)—the onset of labour, but for 
which the correct diagnosis might have been made 
during life, complicated the picture in this case. 

During the years of Dr. Spain’s mastership 
(1942-1948) there has been a decline in the maternal 
mortality. Puerperal sepsis as a cause of death 
has almost disappeared, and there has been a 
decline in deaths from all other pure!y obstetrical 
causes apart from eclampsia. There has been, 
however, a _ relative and absolute increase in 
maternal death from intercurrent disease especially 
cardiac disease. There appears to have been a 
general improvement in the standards of antenatal 
and intranatal management in the area served by 
the hospital. Major abnormalities are being sent 
into hospital earlier and among them are many 
cases of serious intercurrent disease which were 
formerly overlooked. 

The stil!birth-rate has remained appreciably the 
same (3.5 per 100 viable births) but the neonatal 
death-rate has dropped. During most of this 
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mastership the virus type of gastroenteritis had 
resulted in a high neonatal death-rate in the city 
of Dublin and in its maternity hospitals. During 
1948 not a single death from this cause occurred in 
the National Maternity Hospital where for this year 
the neonatal death-rate was 1.5 per 100 viable 
births. A proper infants’ department, where each 
infant can be completely isolated has now been 
provided. The greatest single cause of neonatal 
death has proved to be rhesus incompatibility; 
brain damage and not anaemia was the responsible 
factor in the majority of these. 

The incidence of forceps delivery was 8.8 per 
cent. Symphysiotomy was performed on 12 occa- 
sions. In 7 years this operation has been performed 
43 times with satisfactory results and, taking sub- 
sequent pregnancies into account, with the avoid- 
ance of at least 55 sections for disproportion. The 
incidence of Caesarean section during the year was 
2.61 percent. Attention is drawn to the possibility 
of damaging the gut during local infiltration anaes- 
thesia of the abdominal wall prior to Caesarean 
section. This is avoided by employing gas and 
oxygen (without premedication), infiltrating the 
superficial tissues of the abdominal wall down to 
the peritoneum which is then gently opened and 
with the finger inserted as a guide the muscles and 
sub-peritoneal tissues are infiltrated laterally. 

Magnesium sulphate is considered to be of great 
value in controlling the fits in eclampsia, and a 
strong plea is made for the expert treatment of 
eclamptic cases at home by this means until the 
fits are under control. Not till then should the 
patient be removed to hospital. 

Brief reports of the infants’, radiological, gynae- 
cological and pathological departments follow. 

Anthony W. Purdie 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock Square, 
London, W.C.1. There is special need of abstracters in foreign languages, and when offering 
his or her services the writer should indicate the language (apart from English) in which 
he or she is proficient. The name of the abstracter will be acknowledged in the text and 
payment will be made at the rate of ten shillings per abstract for English articles and 
twelve shillings and sixpence per abstract for articles from foreign languages. 


INDEX 
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Anomalies of the Reproductive Organs ... 2522 
Infections of the Reproductive Organs ... 2529 
New Growths of the Reproductive Organs 2548 
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ANATOMY. 


2165. Orthographic Pelvimetry. 
By P. C. HonGes and R. L. NicHoits. Radi- 
ology, 53, 238-247, Aug. 1949. Io figs., 4 refs. 


2166. A Roentgenometric Study of the Female 
Pelvis. 

By H. T. Grosktoss. J. Lancet, 69, 237-242, 
July 1949. 54 refs. 


2167. Pelvic Absimetry. 
(Absimetri pélvica.) 

By A. Marvan. Ginec. Obstet. Méx., 5, 3-14, 
Jan.—Feb. 1949. 11 figs. 

As X-ray examination of the pelvis often appears 
to be of little he!p in forecasting the progress of 
labour, the author considers that stress should be 
laid on 3 factors: (1) The utilization of a diameter 
is dependent on the curvature of arc joining its 
extremities. (2) A relatively narrow plane of the 
pelvis may be negotiated safely by the head if this 
can then pass straight into a concavity where it 
will not suffer further compression. (3) The more 
closely the pelvic curves of different levels approach 
those of a sphere the more readily will the head be 
able to utilize the space available. 

A study has therefore been made of a series of 
radiographs from cases of non-engagement of the 
head or of pelvic contraction, and attention has 
been directed to the arcs of the pelvis. The author 
has given the name of “‘ pelvic absimetry ”’ to their 
measurement. Radiographs of the brim were 
taken, together with lateral and outlet views. “In 
films of the brim the antero-posterior and trans- 
verse diameters support two posterior arcs, num- 
bered 1 and 2, and two anterior arcs, numbered 3 
and 4. In the lateral view the arc between the 
sacral promontory and the sacro-coccygeal junction 
is given the number 5. In the outlet view the arc 
formed by the ischio-pubic rami is numbered 6, 
but this has not been studied in the present work 
as the films were not taken by a standardized tech- 
nique. These arcs may be measured accurately by 
geometrical methods, but a simpler technique has 
been evolved for practical purposes. A_ trans- 
parent film is used which has marked out on it a 
series of concentric circles with radii ranging 
between 4 and 12 cm., and with 2 diameters at 
right angles. This film is placed on top of the 
other films in the viewing box and when correctly 
placed the circle of 8 cm. radius should coincide 
with arcs 1, 2, 3, and 4 of the brim, that of 9 cm. 
radius with arc 5 of the sacral curve, and the 6 cm, 
one with arc 6 of the pelvic outlet. If the pelvic 
arc is found to lie outside the appropriate circle it 
is described as ‘‘ plus’’ and the greatest distance 
between the two measured in millimetres, if inside 
the circle it is described as ‘‘ minus ’’ and a similar 
measurement taken. 

Out of approximately 200 cases the author has 
made a detailed study of the films of 20 young 
primigravide with a slightly small but otherwise 


(Measurement of Arcs.) 
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normal pelvis. He claims that his findings provide 
support for his conclusions about the importance 
of the factors already mentioned, and suggests that 
investigation by this method will indicate whether 
labour is likely to be difficult. Bryan Williams 


2168. The Surgical Anatomy of Cystocele and Ure- 
throcele with Special Reference to the Pubocervical 
Fascia. 

By B. H. Gorr. Surg. Gynec. Obstet., 87, 725- 
734, Dec. 1948. 15 figs., 9 refs. 

It is commonly stated that there is a fascia called 
the pubo-cervical fascia between the vagina and 
the bladder with attachments to the cervix and the 
os pubis, and that cystocele and urethrocele are 
due to a stretching or defect in this fascia. An- 
atomists and many gynaecologists do not recognize 
this fascia, and careful examination of anatomical 
and histological specimens shows that in fact no 
such fascia exists. A section through the pelvis 
will demonstrate that it is impossible for such a 
fascia to be attached to the pubis and that, if it 
existed, it must be attached to the urogenital 
diaphragm. 

The histology of the vagina, bladder, and urethra 
is described and illustrated by photomicrographs. 
Histological preparations reveal no evidence of the 
pubo-cervical fascia but only a layer of areolar 
tissue. This layer was described by Henle in 1866 
under the term vesico-vag'nil septum as a loose 
areolar mesh. Its only importance is to mark the 
line of cleavage between the bladder and the vagina. 
There is no such areolar tissue or line of separation 
between the urethra and the vagina, the muscular 
coats of both being completely fused. 

In cystocele there is hypertrophy of all layers of 
the vaginal wall, especially laterally, and it is this 
hypertrophied muscular wall which is recognized 
at operation and described as the pubo-cervical 
fascia. This tissue consists largely of muscle fibres. 
Four types of operation for cystocele are mentioned 
and in each reference is incorrectly made to the 
pubo-cervical fascia. The loose areolar tissue 
between the bladder and the vagina is in no way 
related to the aetiology of cystocele. 

L. W. Lauste 


PHYSIOLOGY. 


2169. Problems of the Menstrual Cycle and Morning 
Temperature. (Zyklusprobleme und Morgentempera- 
tur.) 

By K. Tietze. Arch. Gynik., 176, 228-263, 
1948. 26 figs., bibliography. 

For 130 years it has been known that menstrua- 
tion is preceded by a period of raised body 
temperature. Van de Velde asserted in 1904 that 
the temperature curves of healthy women show 
cyclical changes with comparatively low readings 
during the first half, and higher readings during 
the second half, of the menstrual cycle; further, 
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that the temperature is lowest about the middle of 
the cycle, and that this minimum coincides with 
the period of greatest fertility and probably with 
ovulation; and, lastly, that after conception the 
temperature remains high and the cyclical varia- 
tions cease. After the menopause the tempera- 
ture curves are irregular. Further investigations 
have fully confirmed Van de Velde’s observations. 
It was found that only the ‘‘ waking tempera- 
tures’’ are reliable for plotting curves. Their 
evaluation may be helpful in the differentiation 
between ovulatory and anovulatory cycles, the 
former being biphasic, the latter monophasic. 


These facts are discussed at great length by the 
author and illustrated by 26 curves. All the wak- 
ing temperatures were taken in the axilla. [This 
proceedure is not regarded in Britain as being 
sufficiently reliable.] Assuming that the fall in 
temperature about the middle of the cycle coin- 
cides with ovulation, the corpus luteum phase was 
found to last from 11 to 15 days in women with 
regular 4-weekly periods. In cases of pregnancy, 
anovulatory bleeding, and amenorrhoea the author 
was able to confirm the observations mentioned 
above. It is emphasized that, for the diagnosis of 
pregnancy by this method, temperature curves ex- 
tending over several cycles should be available, 
and that the possibility of some infectious disease, 
such as tuberculosis, being responsible for subfebrile 
temperatures and amenorrhoea must be borne in 
mind. In cases of polymenorrhoea some of the 
curves were monophasic, denoting anovulatory 
bleeding; others were biphasic with shortening of 
the corpus luteum phase. N. Alders 


2170. The Relationship of Adolescent Menstruation 
to Body Temperature and Sterility. 

By N.R.CooperMan. Amer, ]. Obstet. Gynec., 
57, 701-710, Apr. 1949. 6 figs., 12 refs. 


This paper gives an account of an investigation 
into the relation of body temperature to menstrua- 
tion during the first 3 years following the menarche. 
Their morning and evening temperatures were 
recorded daily by each of 2 sisters, one of whom 
began after her second menstrual period at the age 
of 12 years 6 months, and the other after her seventh 
menstrual period at the age of 12 years 2 months. 
During the first 12 to 18 months in each case the 
temperature was found to rise gradually over a 
period of 7 to 8 days after the estimated date of 
ovulation. During the last 2 years, the typical 
adult temperature curve became established, in 
which the rise of temperature occurs rapidly, within 
48 hours after ovulation. Only an_ occasional 
anovulatory curve was noted. It is suggested that 
this atypical temperature curve in the months 
following the menarche is due to a poorly func- 
tioning corpus luteum after ovulation, or to lutein- 
ization of the theca and granulosa cells after 
degeneration of the formed follicle. This would 


1079 


account for the sterile period of varying duration 
which usually follows the initial onset of menstrua- 
tion. Margaret C. S. Binnie 


2171. Cutaneous Vascular Changes in Women in 
Reference to the Menstrual Cycle and Ovariectomy. 

By E. A. EpwarbDs and Q. DUNTLEY. Amer. 
J. Obstet. Gynec., 57, 501-509, Mar. 1949. 4 figs., 
20 refs, 

A review is given of the literature on the cyclical 
activity of the sexual skin of monkeys and the 
effect of oestrogen and progesterone on the skin 
of animals. 

Observations were made on the blood flow in 
intact skin of normal women and women after 
ovariectomy, the Hardy recording spectrophoto- 
meter being used. The trunk and limbs of 5 
ovulating women were studied, care being taken 
to produce uniform basal conditions. Three 
ovariectomized women were also studied before 
and after administering ‘‘ progynon B’’ (a-oestra- 
diol benzoate), 1 mg. 3 times weekly for 12 weeks, 
and “‘‘ prolution’’ (progesterone), 5 mg. 3 times 
weekly for 5 weeks. In normal women in the first 
week of the menstrual cycle the absorption curves 
of skin showed the presence of a small quantity 
of haemoglobin with a preponderance of reduced 
haemoglobin, these curves signifying a sluggish 
blood flow. Fluctuations were not found in 
amounts of other skin pigments. From the mid- 
cycle on the quantity of haemoglobin and propor- 
tion of oxyhaemoglobin increased till the day 
before menstruation, indicating a great increase in 
blood flow. The effect of oestrogen administration 
to ovariectomized women was to increase the 
amount of haemoglobin, indicating an increase in 
cutaneous flow. Progesterone increased the oxy- 
haemoglobin without increasing the total haemo- 
globin. The combined administration of oestrogen 
arid progesterone resulted in a diminution in haemo- 
globin, with predominance of the reduced form. 

Ovariectomy did not entirely change the pig- 
mentary characteristics of female skin, which 
contains less melanin and less haemoglobin than 
that of the male; this indicates that the sex differ- 


ences are due to genic influence modified by the 


presence of sex hormones. Oecstrogen and pro- 
gesterone act by producing vasodilatation. 
Derek Freeth 


2172. Changes in Circulating Eosinophils in Women 
During the Menstrual Cycle and Reproduction. 

By M. E. Davis and B. E. Hutir. J. clin. 
Endocrinol., 9, 714-724, Aug. 1949. 7 figs., 9 refs. 


2173. The Level of Sulphydry! Substances During 
the Menstrual Cycle. (Hladina sulfhydrilovych latok 
potas mestruaéného cyklu.) 

By E. Dios. Bratislavské lekdrs. Listy, 29, 
604-620, July 1949. 1 fig., bibliography. 
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2174. Two New Methods of Preventing or Inter- 
rupting Normal Menstruation and Menorrhagia: Anti- 
histamine Therapy or Indwelling Catheterization of the 
Bladder. (Due nuovi metodi per prevenire o interrom- 
pere le mestruazioni normali e le menorragie: tratta- 
mento antistaminico oppure catheterismo vescicale a 
perman enza.) 

By M. Luisr. Monit. Ostet.-Ginec., 20, 306- 
309, May-June 1949. 


2175. Menstruation with Special Reference to its 
Occurrence in Tuberculosis Patients. 

By A. H. Awan and S. KuHawaja. Pakistan 
med, J., 11, 24-29, May-June 1949. 8 refs. 


2176. Mucolytic Enzyme Systems. VIII. Inhibi- 
tion of Hyaluronidase by Human Blood Serum During 
the Normal Menstrual Cycle and Pregnancy. 

By E. Y. Hakanson and D. Gticx. jf. clin. 
Invest., 28, 713-715, July 1949. 2 figs., 16 refs. 


2177. Concerning the Chemical Nature of Menstrual 
Toxin. 

By D. I. Macut. Amer. J. Obstet. Gynec., 57, 
251-260, Feb. 1949. 1 fig., 35 refs. 

Using Lupinus albus seedlings grown under 
standard conditions the author has made an ex- 
tensive pharmacological study of the toxic effects 
of substances suggested by various experimenters 
as the possible source of a menstrual toxin. Some 
25 years ago, Macht and Lubin showed that this 
method revealed a toxic substance present in 
various secretions of the menstruating female. In 
the present survey adrenaline, choline, thyroxine, 
arsenic, diastase, necrosine, and ascorbic acid were 
all tested for their effects on the root growth of 
Lupinus albus. They were found to be either non- 
toxic or no more toxic than normal blood serum. 
Irradiated solutions were also tested and no change 
in action could be detected. 

The author considers that the toxic substance 1s 
related to cholesterol, oxycholesterol, and the fe- 
male sex hormones. With solutions of oestrone, pro- 
gesterone, and other substances allied to the phen- 
anthrene ring toxic effects were observed (the 
other substances included digitaloid compounds, 
cholesterol, testosterone, and bufagin). Whereas 
toxic effects of blood serum are neutralized or 
lessened by exposure to X-rays of short wave- 
length, menstrual serum becomes even more phyto- 
toxic. This applies also to the cardiac glucosides, 
ergosterol, and similar substances tested. The 
author considers that the evidence suggests that 
the menstrual toxin is allied to the sterols. 

Kenneth Bowes 


2178. Relation of Menstrual Losses to Iron Require- 
ment. 

By R. D. FRenNcHMAN and F. A. JoHNston. /. 
Amer. diet. Ass., 25, 217-220, Mar. 1949. 1 fig., 
12 refs, 

The data on which this paper is based are derived 
from work published by other authors. The 
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menstrua! losses of iron have been recorded in 184 
women. In 150 of these the loss was determined 
for only one period. From data from the other 
subjects, in whom two or more menstrual periods 
were studied, it is clear that there is considerable 
variation in the amount of iron lost at different 
periods in the same woman. It was nevertheless 
considered worth while to calculate the range of loss 
of all the women and, on the basis of a cycle of 
28 days, to calculate the average daily loss of iron 
throughout the period of each of them. The re- 
sults show a daily loss of iron ranging from 0.08 to 
2.6 mg. (except in one subject with a loss of 3.2 
mg.). There was a loss of less than 1.2 mg. in 
86 per cent of the women. It is suggested that an 
absorption of 1.2 mg. should be aimed at in satisfy- 
ing the requirements of most women. Published 
evidence points to an absorption of 11 to 12.5 per 
cent of ingested iron from a mixed diet, and 
probably more if a deficiency exists. This would 
mean that an intake of 10 or 11 mg. datly would 
satisfy the requirements of most women. It is 
stated that this amount is not easily attained in 
the diet unless special efforts are made to include 
foods, such as molasses and spinach, which are rich 
in iron. 

[The Ministry of Food’s National Food Survey 
shows an average consumption in this country of 
about 14 mg. daily. | J. Yudkin 


2179. Effect of Supersonic Waves on Ovarian Func- 
tion. (Ueber die Einwirkung der Ultraschallwellen 
auf die Funktion der Ovarien.) 

By H. Geburtsh. Frauenheilk., 9, 691- 
695, Sept. 1949. 2 figs., 10 refs. 


2180. Glycogen and Mucus Secretion of Endometrial 
Glands. (Sécrétions de glycogéne et de mucus des 
glandes endométriales.) 

F. DE SENARCLENS. Gynaecologia, Basel, 
127, 85-95, Feb. 1949. 4 figs., 5 refs. 

The author investigated the time of appearance 
during the menstrual cycle of glycogen and mucus in 
the glands of the endometrium. A biopsy speci- 
men of endometrium was obtained at various days 
in the menstrual cycle and the appearances were 
correlated with the ovarian changes. In 5 cases 
the ovaries were observed at operation and portions 
of a Graafian follicle or corpus luteum were ex- 
amined microscopically; in 10 cases the ovaries 
were examined macroscopically by the coelioscope 
and the presence of a follicle or corpus luteum was 
observed; in 71 cases the day of the menstrual 
cycle was obtained from the date of the last men- 
strual period. Glycogen was present in small 
amounts on the sixth day of the cycle; it appeared 
in large amounts on the 2 days following ovulation 
and this coincided with the appearance of mucus. 
The presence of large amounts of glycogen and of 
mucus indicates progesterone action. The pro- 
gesterone may be extragenital in origin, for 
example, from the suprarenal, or it may originate 
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from the theca interna cells, which sometimes 
undergo an epithelioid instead of a fibroblastic re- 
action. The occurrence of progesterone without 
ovulation has been demonstrated by Rock, who 
found pregnanediol in the urine of women before 
ovulation. Gladys Dodds 


2181. Action of Human Semen on Motility of Non- 
pregnant Human Uterus. (Spermas inverkan pi motili- 
teten inom den icke gravida uterus hos minniska.) 

By S. Kartson. Nord. Med., 42, 1466, Sept. 9, 
1949. 

2182. The Reaction of the Body to Multiple Ovarian 
Grafts. 

By M. M. Brewarp and S. ZUCKERMAN. j. 
Endocrinol., 6, 226-234, 1949. 31 refs. 

2183. Ovogenesis and the Follicular Cycle. 
genese und folikularer Zyklus.) 

By H. Hussein. Zbl. Gyndk., 71, 357-366, 
1949. 2 figs., 8 refs. 

2184. Anatomically Demonstrable Processes in the 
Human Ovary and their Environmental Regulation. 
(Anatomisch nachweisbare Vorgiinge im Eierstock des 
Menschen und ihre umweltbedingte Steuerung.) 

By H. Stieve. Geburtsh. Frauenheilk., 9, 639- 
644, Sept. 1949. 30 refs. 

2185. The Metabolism of the Estrogens: A Review. 

By J. W. JatLer. J. clin. Endocrinol., 9, 557- 
572, June 1949. Bibliography. 
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2186. The Use of the Human Vaginal Smear in the 
Assay of Estrogens. 

By W. E. Brown and J. T. BrapBury. J. clin. 
Endocrinol., 9, 725-735, Aug. 1949. 8 figs., 14 refs. 


2187. Estimation of Urinary Gonadotropin of the 
Non-pregnant Human by the Mouse Uterine Weight 
and Ovarian Hyperemia Responses. 

By C. W. Lioyp, M. Morey, K. Morrow, 
J. Losorsky, and E. C. HuGues. /. clin. Endo- 
crinol. 9, 636-645, July 1949. 2 figs., 22 refs. 


OBSTETRICS. 


2188. Extra Considerations in the Maternity Service. 
By — Baker. Publ. Hlth. Lond., 62, 209-210, 
July 1949. 


2189. The Organization and Relationships of a 
Department of Obstetrics and Gynecology. 

By W. F. MENGERT. Amer. J]. Obstet. Gynec., 
58, 207-214, Aug. 1949. 1 ref. 


PREGNANCY. 


2190. Significance of the Upper Cervical Segment in 
Pregnancy. (Ueber die Bedeutung des oberen 
Zervixabschnittes in der Schwangerschaft. ) 

By M. Kneer. Zbl. Gyniik., 71, 172-178, 1949. 
Ir refs. 
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2191. Training for Childbirth. 
By H. THoms and F. W. Goopricn. J. Amer. 
med, Ass., 140, 1256-1258, Aug. 20, 1949. 4 refs. 


2192. Physiological Conditions for Occurrence of 
Pregnancy. (De fysiologiske betingelser for en gravidi- 
tets oppstzen. ) 

By T. Dawe. Tidsskr. Norske Legeforen, 69, 
504-506, Sept. 15, 1949. 4 refs. 


2193. Postmenstrual Conception. 
struelle Empfingnis. ) 

By F. Besotp. Zbl. Gyniik., 71, 366-367, 1949. 
1 fig. 


(Die postmen- 


2194. The Optimum Time for Conception. 
Frage des Konzeptionsoptimums. ) 

By M. Kneer. Geburtsh. Frauenheilk., 9, 564- 
572, Aug. 1949. 5 figs., 21 refs. 
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2195. Plasma Volume and Extravascular Fluid 
Volume During Pregnancy and the Puerperium. 

By W. L. Caton, C. C. Rosy, D. E. Retp, and 
J. G. Gipson. Amer. J]. Obstet. Gynec., 57, 471- 
481, Mar. 1949. 6 figs., 12 refs. 

Simultaneous determinations were made of 
plasma volume and extravascular fluid volume in 
1o patients at intervals during pregnancy and the 
puerperium. Plasma volume was measured by 
Evans’s method using a blue dye, T-1824. Extra- 
cellular fluid volume was measured by the 
intravenous injection of 5 per cent sodium thio- 
cyanate and determination of the thiocyanate 
space. Since the plasma volume is included in the 
thiocyanate space, extravascular fluid volume 
could then be calculated. 

Without exception there was progressive increase 
in plasma volume, averaging 1,366 ml., up to 
between 68 and 5 days before the onset of labour. 
In 8 of the patients with normal full-time pregnancy 
there was then an average decrease of 347 ml. in 
plasma volume before labour. This pre-labour 
decrease did not take place in one case of premature 
labour and one of pre-eclamptic toxaemia. The 
plasma volume, as determined about 30 days after 
delivery, had returned to a level which conformed 
to the accepted normal of 5 per cent of body weight. 
If this figure is taken as normal for non-pregnant 
women, the average increase during pregnancy was 
49 per cent. 

The extravascular fluid volume increased through- 
out the course of pregnancy in all but 2 patients, 
and no pre-labour decrease was observed. The 
average total increase was 4,600 ml. The volume 
of extravascular fluid measured 26 to 66 days after 
delivery had decreased by an average of 59 per cent 
from the maximum ante-partum level, but still 
constituted 19 per cent of body weight, the accepted 
figure for non-pregnant women being 15 per cent. 
This slow decrease in extravascular fluid volume 
is contrasted with the more rapid return of plasma 
volume to normal. D. M. Stern 
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2196. A Correlated Study of Serum Protein, Ery- 
throcyte Count, Leucocyte Count, Hemoglobin and 
Hematocrit in Normal Pregnancy. 

By H. G, and R. S. Hiccins. Amer. 
J. Obstet. Gynec., 58, 345-353, Aug. 1949. 2 figs., 
bibliography. 

2197. Serial Determinations of Prothrombin Activity 
in Pregnancy and the Puerperium. 

By E. CotLove, D. Spiro, and J. J. VORZIMER. 
Amer, J. med. Sci., 218, 28-30, July 1949. 1 fig., 
20 refs. 

2198. Morphine Suppression of Urinary Output in 
Pregnant and Nonpregnant Women. 

By O. F. Krausnaar, J. T. Brappury, Y. K. 
Wanc, and W. E. Brown. Amer. J. Obstet. 
Gynec., 57, 302-311, Feb. 1949. 7 figs., 9 refs. 

Experiments carried out on normal pregnant and 
non-pregnant women, whose fluid intake was 
entire.y intravenous during the control and ex- 
perimental period, showed in all cases that injection 
of morphine decreased urinary output, the urine 
being collected by indwelling catheter. This work 
confirms the previous work of de Bodo on dogs 
(J. Pharmacol., 1944, 82, 74, and 1945, 85, 222) 
but does not support his conclusion that the effect 
of morphine is to release the antidiuretic hormone 
from the posterior pituitary, since the antidiuretic 
effect of morphine was observed in 2 patients with 
diabetes insipidus. Only one injection of 4 gr. 
(16 mg.) of morphine was given and the effect of 
greater dosage was not ascertained. 

A, F. Anderson 


2199. The Ascorbic Acid Balance in Pregnancy. 
(O bilancii kyseliny askorbovej v tehotnosti.) 

By A. MacAtH. Bratislavské lekdrs, Listy, 29, 
628-636, July 1949. 2 figs., 21 refs. 


2200. Pregnanediol Excretion in Pregnancy. (Die 
Pregnandiolausscheidung in der Schwangerschaft.) 

By K. Z. Geburtsh. Gynak., 130, 307- 
316, 1949. 1 fig., 20 refs. 

Pregnanediol excretion was studied in 95 women 
in all stages of pregnancy. The amount of preg- 
nanediol excreted increases gradually from the 
onset of pregnancy, thus giving at any time an 
indication of the approximate duration of preg- 
nancy. The amount excreted rises steadily till the 
260th day when it begins to fall. The close 
chemical similarity between desoxycorticosterone 
acetate and progesterone and the morphological 
resemblance of adrenal cortical and corpus luteum 
cells suggests to the author the hypothesis that 
progesterone may be formed in the adrenal cortex 
after the fourth month of pregnancy. W. Mestitz 


2201. Methods of Estimation of Steroid Hormones 
in Gynaecology and Obstetrics. (Les méthodes d’esti- 
mation des hormones stérojdes en gynécologie et en 
obstétrique. ) 

By A. CopLarp. Rev. méd, Litge, 4, 529-533, 
Sept. 1, 1949. 1 fig. 


2202. Some Reactions of the Rat to Treatment with 
Progesterone and Estrone in Late Pregnancy. 

By S. M. Wacker and J. I. MatrHews. Proc, 
Soc. exp. Biol., N.Y., 71, 320-322, June 1949. 
7 refs. 


2203. Some Effects of Pregnancy and Lactation on 
the Liver. 

By R. M. Camppect and H. W. Kostertirz. J. 
Endocrinol., 6, 171-183, 1949. 8 figs., 29 refs. 


2204. Studies on Surviving Human Placental Tissue. 
II, The Placental Production of Gonadotrophin. 

By L. C. Bull. M. Hague Maternity 
Hosp., 2, 71-73, Sept. 1949. 5 refs. 


2205. On the Peptidases of the Human Placenta. 
Presence of a D-peptidase. (Sulle peptidasi della 
placenta umana. Sulla presenza di una D-dipepti- 
dase. ) 

By A. Vescta and A. Fipanza. Boll, Soc. ital. 
Biol. sper., 25, 46-48, Jan.-Feb. 1949. 1 fig., 
7 


2206. Parthogenetic Development of the Ovum as 
Observed by Vital Staining. 

By E. O. SrrassMann. Amer. J. Obstet. 
Gynec., 58, 237-245, Aug. 1949. 6 figs., 14 refs. 


2207. Biological Pregnancy Tests: Their Accuracy. 
A 24-hour Friedman Test. (Les tests biologiques de 
la grossesse, leur fidélité. Test de Friedman aprés 24 
heures. ) 

By J-L. WopeEN and J. Hannes. Brux.-méd., 
29, 346-350, Feb. 13, 1949. 18 refs. 

The gonadotrophic hormone is secreted by the 
pituitary in small quantity at each monthly cycle 
and in greater quantity at the time of the meno- 
pause. The large amount of this hormone present 
in the blood during early pregnancy is secreted by 
the trophobiastic cells of the ovum. The gonado- 
trophic hormone tests of pregnancy are discussed. 
Friedman’s test is considered the most practical 
and 500 cases are recorded. Its advantages are as 
follows: (1) Only one rabbit is needed and there 
is no occasion for special breeding of mice and rats 
in order to procure immature animals for testing. 
(2) The resu'ts read after 48 hours were correct in 
96.4 per cent of cases, and after 24 hours in 88 per 
cent of cases. (3) Only one dose of 20 ml. of urine 
is needed. (4) The evidence is clearly visible to 
the naked eye. To ensure correct results it is im- 
portant: (a) that the urine be fresh; (b) that if the 
patient is near the menopause a second test be 
carried out one week later; (c) that the urine be 
injected subcutaneously (10 ml.) as well as 
intravenously (10 ml.). M. A. Dobbin Crawford 


2208. Technique and Clinical Use of the Friedman 
Tests. (Zur Methodik und Klinik des Schwangerschafts- 
nachweises am Kaninchen nach Friedman.) 

By W. Lancreper. Dtsch. med. Rdsch., 22, 
614-618, July 23, 1949. 
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2209. Male-toad Pregnancy Test. 

By A. Ne CuHuunG Hin, J. L. Wess, and M. H. 
HuGuHes. Lancet, 2, 539-540, Sept. 17, 1949. 
10 rets. 


2210. Rapid Reaction in the Male Toad for Preg- 
nancy Diagnosis. (Die hormonale Schwangerschafts- 
schnellreaktion an der mannlichen Erdkrote.) 

By P. Livie and H. HartLes. Geburtsh. Frau- 
enheilk, 9, 651-059, Sept. 1949. 4 figs., 11 refs. 


2211. The use of the Male Leopard Frog (Rana 
pipiens) as a Pregnancy Test Animal. 

By H. Bropy. Amer, J. Obstet. Gynec., 57, 
581-585, Mar. 1949. 6 refs. 

The author carried out a clinical trial of the 
pregnancy test described by Wiltberger and Miller 
(Science, 1948, 107, 198) employing the male 
leopard frog (Rana pipiens) as test animal. Owing 
to the toxicity of some specimens of urine on in- 
jection into the frog, the urine was first concen- 
trated by the use of hydrous aluminium silicate, 
and 2.5 ml. of this concentrate was then injected 
into the dorsal lymph sac. The frog was then 
placed in a glass jar and its urine examined hourly 
for the presence of spermatozoa. Of 114 specimens 
of patient’s urine examined, 55 gave positive results 
which were confirmed either by Friedman test or 
by clinical signs of pregnancy, and 48 gave negative 
results which were confirmed either by Friedman 
test, surgical operation, or subsequent clinical 
course. There were 11 false negative results; in 
3 of these cases the test was probably performed 
too early in pregnancy to give a positive reaction, 
and in the others the pregnancy subsequently 
resulted in abortion. 

A weaker response was found on the whole in the 
summer months than in the winter, owing to the 
frog’s seasonal sexual cycle. It was also found very 
difficult to differentiate between male and female 
frogs in the summer, and it was suggested that the 
sex should be confirmed in each case by necropsy, 
after the test was concluded. Otherwise, there 
was no reason why the frogs should not be used 
for repeited tests at intervals of a few weeks. 

D. M. Stern 


2212. Employment of Male Rana esculenta in the 
Early Diagnosis of Pregnancy. (Emprégo dos machos 
da ‘“‘ Rana Esculenta’’ para o diagnéstico precoce da 
gravidez.) 

By A. Carini and E. Cusont. 
Paulo, 33, 73-74, May-June 1949. 


2213. The Use of the Male Philippine Rana vittigera 
Wiegmann in the Diagnosis of Pregnancy. 

By F. C. Bocogo, I. Lawas, G. T. ARAGON, and 
J. Siva. J. Philippine med. Ass., 25, 259-265, 
June 1949. 25 refs. 


Arch, Biol., S. 
11 refs. 


2214. The Biological Diagnosis of Pregnancy by 
(Le diag- 


Intra-ocular Ovarian Graft in the Rabbit. 
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nostic biologique de la grosseusse par la méthode de 
la gretfe ovarienne intra-oculaire chez la lapine.) 

By — Communal. Algérie méd., 5, 168-170, 
May 1949. 


2215. The Effect of Gonadotropic Hormone on the 
Gonads of Anuria as a New Test for Pregnancy. 
(Udinok gonadotropnych horménov na gonady Anurii 
ako nova skuska gravidity.) 

By T. Kiacansky. Bratislavské lekdrs. Listy, 
29, 651-656, July 1949. 4 figs., 17 refs. 


2216. An Evaluation of the Guterman Pregnancy 
Test. 

By S. D. SouLE and M. Yanow. Amer. J. 
Obstet. Gynec., 57, 748-751, Apr. 1949. 18 refs. 

The Guterman pregnancy test, based on a colour 
reaction of pregnanediol in the urine, is described. 
In the author’s investigation urine collected over 
a period of 12 hours was used instead of the first 
morning specimen, as recommended by Guterman. 
Pregnanediol values of 3 mg. or more for the total 
12-hour specimen were considered positive for 
pregnancy. The test in this series was correct in 
96.5 per cent of cases; all the incorrect results were 
due to false-positive reactions. L. A. Cruttenden 


2217. Sodium Pregnandiol Glucuronidase Determina- 
tions in the Diagnosis of Pregnancy. 

By M. Yanow and S. D. SOULE. 
med. Ass., 46, 591-594, Aug. 1949. 


J. Missouri 
2 refs. 


2218. An Aluminium Filter for Use in Localisation 
of the Placental Site. 

By F. Rem. Brit. J. Radiol., 22, 81-83, Feb. 
1949. 2 figs., 3 refs. 

The author deplores the fact that so little work 
has been done in Britain on soft-tissue placento- 
graphy, in comparison with the numerous papers 
on this subject in America. He realizes the need 
for a well-balanced lateral radiograph of the uterus 
as a preliminary step to location of the placenta. 
This requires some form of compensation for the 
wide variation in radiographic density between the 
anterior and posterior parts of the abdomen in 
advanced pregnancy. For this purpose he de- 
signed a wedge-shaped filter made of alumimium, 
which is applied at tube level. Some modification 
of design, however, proved necessary to produce 
the required density balance in the dome-shaped 
part of the abdomen lying anteriorly. Excava- 
tions of the inclined surface of the filter were 
therefore made until the curves of the resultant 
saucer were judged to be similar to those of the 
dome of the average-sized abdomen. Careful 
positioning of the patient is necessary, and the 
table top was marked where the summit of the 
abdominal curve should be placed. The patient’s 
trunk lies slightly obliquely on the table but this 
should bring the uterus into a more nearly true 
lateral position, bearing in mind the common 
obliquity of the uterus in pregnancy with an im- 
clination to ihe right in 80 per cent of cases. 
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The exposure factors found most satisfactory 
are: distance 110 cm., 85 kVp, 120 mA, exposure 
time 0.6 to o.g second. If the patient is in the 
erect position the exposure time has to be increased 
considerably. 

{The abstracter, while welcoming the intro- 
duction of a filter which would improve visualization 
of the anterior portion of the upper strait as far as 
the vertebral column and the small parts of the 
infant are concerned, doubts its applicability for 
the location of the placenta. Moir (Amer. J. 
Obstet. Gynec., 1944, 47, 198) has proved by 
experiment that the radiodensity of the liquor 
amnii and the placenta are the same. The filter 
will, however, show clearly the black line of sub- 
cutaneous fat of the infant and thus allow judgment 
of its actual distance from the anterior abdominal 
wall; from that it may be possible to surmise 
whether placental tissue is intervening between it 
and the uterine wall. 

The author does not claim originality for this 
technique and it might be wise to imcorporate an 
elliptical cut-out in the filter in that area through 
which the radiation passes which has to penetrate 
the whole thickness of the bony pelvic birth canal, 
as sugested by Miiller (Radiol. clin., Basel, 1946, 
15, 75).] J. Rabinowitch 


2219. The Permeability of the Human Placenta to 
Water and the Supply of Water to the Human Foetus 
as Determined with Deuterium Oxide. 

By L. M. HEttman, L. B. FLEXNER, W. S. 
WiLpeE,, G. J. Vospurcu, and N. K. Proctor. 
Amer. ]. Obstet. Gynec., 56, 861-868, Nov. 1948. 
4 figs., 11 refs. 

Using deuterium oxide the authors have demon- 
strated that from the 14th week of pregnancy 
until term there is a fivefold increase in transfer 
rate of water per unit weight of placenta. The 
human placenta appears to be five times as 
permeable to water as to sodium at corresponding 
periods of gestation. The hfiman foetus receives 
across the placenta at the 14th week of gestation 
700 times and at the 31st week 3,800 times as much 
water as is incorporated in the growing tissues. 

Leslie A. Cruttenden 


2220. Toxic Effects of Salicylate on the Foetus and 
Mother. 

By A. V. JAcKson. 
593, Oct. 1948. 15 refs. 

The birth of a dead child to an eight-months- 
pregnant woman who, 17 hours before, had taken 
200 g. of aspirin with suicidal intent led to an 
investigation of the toxic effect of salicylate on the 
foetus and mother in animals. 

It was found that salicylate can pass readily 
through the placental barrier in the rabbit and in 
the rat but was no more toxic for the foetus than 
for the mother. Even when the rabbit mothers 
were given a dose of salicylate which killed one 


J. Path. Bact., 60, 587- 
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out of four of them, most of the survivors’ foetuses 
also survived. No special liability to abortion was 
found. The hyperpnoea which occurs early in 
salicylate poisoning was observed to precede any 
acid-base change in the blood and to be abolished 
by vagal section. Haemorrhages were not prom- 
inent in rats and rabbits dying from salicylate 
poisoning, and there was no increase in prothrombin 
time or in capillary permeability to Evans blue. 
Liver glycogen was seriously depleted in acute 
salicylate intoxication and the author suggests that 
death in salicylate poisoning is due to interference 
with intracellular enzyme activity. 
Geoffrey McComas 


2221. Simplified Method of Fetal Roentgencephalo- 
metry. Results checked in 482 Cases. 

By R. Torpin and J. L. ALLGoop. 
Obstet. Gynec., 57, 455-460, Mar. 1949. 
16 refs. 

The authors describe a very simple method of 
obtaining measurements of the foetal head which 
are sufficiently accurate for clinical prognosis. 
Since they regard the foetal head as a cylinder 
which has as its diameters the bi-parietal or the 
sub-occipito-bregmatic diameter they consider it 
only necessary to measure either of these. The 
length of the head or the fronto-occipital diameter 
is not regarded by them as of practical importance 
in dystocia. The bi-parietal and  sub-occipito- 
bregmatic diameters are essentially identical and 
they range from 8 to 10.5 cm. in length. The 
method consists in attaching over the foetal head, 
and as near to it as possible, a 1o-cm. lead scale 
strapped over the mother’s abdomen. This scale 
must lie in a longitudinal plane on an elevation as 
near the centre of the foetal head as possible. The 
radiograph is then taken, as with the lateral soft- 
tissue technique of other authors, and the scale 
image obtained may be used to measure with 
calipers the bi-parietal or sub-occipito-bregmatic 
diameter of the foetal head (whichever is obtain- 
able). The predictable error of this method if the 
lead scale is applied by a trained technician is not 
greater than 5 per cent, which is sufficiently small 
for all purposes. In 88.7 per cent of cases the 
measurement thus obtained was within 1 cm. of the 
true size of the foetal head. J. Rabinowitch 
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3 figs., 


2222. Specific Estrogenic and Androgenic Smears in 
Relation to the Fetal Sex During Pregnancy. 

By H. E. NiEspurcs and R. B. GREENBLATT. 
Amer, J. Obstet. Gynec.. 57, 356-363, Feb. 1949. 
8 figs., 12 refs. 

The authors state that a study of vaginal smears 
in 2,500 women appeared to indicate that cytolysis 
was an oestrogenic effect while the presence of 
mucoid material and increased cornification was 
due to androgen activity. A further study of 253 
pregnant women revealed a close correlation be- 
tween the foetal sex and the nature of vaginal 
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smears from the mother. The results presented in 
this article were obtained from an investigation of 
vaginal smears from 89 pregnant women. Des- 
quamated cells were obtained by inserting a cotton 
applicator into the vaginal vault and the smears 
were stained with haematoxylin and carmine. 
During pregnancy there was a progressive increase 
in cell proliferation and glycogen deposition due 
to increased oestrogen production, while increased 
progesterone caused more rapid desquamation. 
The cells become smaller with rod-shaped nuclei 
and are described as “‘ luteal cells’’. Polymorph- 
onuclear leucocytes are usually present during early 
pregnancy but tend to disappear after the twelfth 
week, although they may be found later. Smears 
are, however, unreliable in evaluating the stage of 
pregnancy. In addition to these progressive 
changes, three specific types of smear were fre- 
quently encountered. (1) The cytolytic smear 
characterized by large numbers of Déderlein bacilli 
with complete or almost complete destruction of 
cellular cytoplasm. The nuclei remain intact. 
(2) Androgenic smears: (a) the mucoid cornified 
smear with fully cornified cells and abundant 
mucoid material but without Déderlein bacilli or 
leucocytes; (b) the glycolytic type of smear with 
extracellular glycogen and cellular glycopenia. 
Sex determination was attempted only with the 
specific smears between the 16th and 32nd weeks 
of gestation. A female foetus was diagnosed if a 
cytolytic smear was found and a male if there was 
a mucoid cornified or glycolytic smear. In 86 
normal pregnancies only 22 specific smears were 
obtained and at the time of writing 16 of these 
patients had been delivered. The diagnosis of sex 
was correct in 14 cases. With female twins a 
markedly cytolytic smear, and with male twins an 
intensely cornified mucoid smear, was obtained. 
It was also found that pregnant women whose 
smears showed typical late pregnancy changes 
during the early phase of pregnancy were usually 
delivered of female infants. | This occurred in 6 
out of 7 cases. J. Stallworthy 


2223. Intra-uterine Oxygen Supply of the Foetus. 
(Ueber die intrauterine Sauerstoffversorgung der 
Frucht. ) 

By E. Opitz. Zbl. Gynik., 71, 113-128, 1949. 
8 figs., bibliography. 

2224. The Sugar of the Foetal Blood, the Amniotic 
and Allantoic Fluids. 

By H. Barcray, P. Haas, A. St. G. HuGceEtrt, 
G. Kinc, and D. Rowtry. J. Physiol., 109, 98- 
102, Aug. 1949. 17 refs. 

2225. Breast Care in Pregnancy. 

By J. Parks. Med. Ann. Distr. Columbia, 18, 
389-393, Aug. 1949. 12 refs. 

2226. Diet Studies in Pregnant Patients. 

By W. J. Dieckmann, D. F. Turner, E. J. 
MEILLER, M. T. StRauBE, K. B. GROSSNICKLE, R. 
E. Portincer, A. J. Hitt, L. J. Savace, J. B. 
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Forman, H. D. Prinpie, E. S. BEcKETTE, and 
E. M. ScHUMACHER. Obstet. gynec. Surv., 3, 
731-745, Oct. 1948. 17 refs. 

The authors began their present study of the 
diet of pregnant women in September, 1946, and 
it is still being continued; it is hoped that event- 
ually the investigation will include 1,000 patients. 
The present report is a preliminary one and des- 
cribes the methods used to secure an accurate diet- 
ary record during pregnancy. No attempt has yet 
been made to study the effect of a controlled diet 
on pregnancy, but it is hoped that eventually the 
results of these investigations will be pooled with 
those of other institutions and definite conclusions 
reached, based on an adequate number of patients. 

Each new patient seen within the first 4 months 
of pregnancy is interviewed by a dietitian and pro- 
vided with a 500 g. scale, which she is taught to 
use. She is then asked to keep a complete record 
of everything eaten until the next visit 2 weeks 
later. At the second visit a diet is recommended 
containing 85 g. of protein with the other con- 
stituents in appropriate amounts. For the 
remainder of pregnancy she is asked to weigh and 
record her food intake during five or six 2 or 3- 
week periods. All patients are instructed initially 
to take a basic diet of 1,800 calories, but if gain 
in weight is excessive the calorie intake is reduced 
to 1,500 or 1,200. Laboratory and clinical data 
are being recorded on these patients, but only the 
protein intake of the diet is being calculated. 
Records, however, will be available for calculation 
of all the minerals and vitamins. Up to December, 
1947, 875 patients had been included in the study, 
but 29 per cent of these had had to be excluded 
because they were unable to follow the instructions 
given or to keep reliable dietary records. 

R. L. Hartley 


2227. The Biochemical Assessment of Nutritional 
Status During Pregnancy. 


By W. J. Darsy, R. O. Cannon, and M. M. 
Kaser. Obstet. gynec. Surv., 3, 704-715, Oct. 
1948. 3 figs., bibliography. 

This is a preliminary report of a study of 
nutrition in pregnancy which has been in progress 
at Vanderbilt University Hospital, Nashville, 
Tennessee, since 1945. So far, the nutritional level 
of 1,700 women attending the hospital antenatal 
clinic has been determined, by means of bio- 
chemical tests and 7-day dietary records, every 3 
months during pregnancy and again in the sixth 
week after delivery. No routine supplementation 
of diet or intensive dietary instruction has been 
carried out. The authors are of the opinion that 
biochemical measurements are the best means at 
our disposal of assessing the nutritional state 
during pregnancy. 

The data are still incomplete and no attempt 
has been made to interpret the findings in terms 
of health, only the results of biochemical estima- 
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tions of vitamins A, B, C, and E being reported. 
Vitamin A concentration in the serum during preg- 
nancy is shown to undergo a seasonal variation, the 
peak level being reached in summer. From the 
second to the third trimester there is a fall in serum 
vitamin A level but the mean postpartum level 
is considerably higher at all seasons than the level 
during pregnancy. Serum carotene concentration, 
in addition to seasonal variation, undergoes a 
distinct increase as pregnancy advances, but in 
contradistinction to vitamin A decreases after 
delivery. 

To study vitamin B metabolism during preg- 
nancy the authors estimated the urinary excretion 
following test doses of aneurin, riboflavin, and 
nicotinamide, A seasonal variation in excretion 
of aneurin occurs, with a high average excretion 
in the winter and spring months. With each 
succeeding trimester of pregnancy there is a fall 
in the average aneurin excretion, but the level 
tends to rise during the postpartum period to a 
figure above the average for the last quarter of 
pregnancy. Riboflavin excretion undergoes no 
significant variation during pregnancy, but post- 
partum the values are significantly low. The 
excretion of N’-methylnicotinamide  tmcreases 
greatly as pregnancy advances and returns to 
normal 6 weeks postpartum. 

The mean serum ascorbic acid concentration 
undergoes a seasonal fluctuation regardless of the 
period of pregnancy but there is a slight downward 
trend as pregnancy advances. During the post- 
partum period the serum concentration of ascorbic 
acid is low, but appears to be related to lactation, 
as it is higher in non-lactating women than in those 
lactating. 

Variations in blood vitamin E levels in health 
and disease are not yet clearly defined but the 
investigation confirms that there is an increase in 
the concentration of lipid-soluble vitamin E during 
successive trimesters of pregnancy and that this 
returns to normal by the sixth week of the 
puerperium. R. L. Hartley 


2228. Effect of Maternal Nutrition upon Pregnancy 
and the Newborn. 

By C. A. SmirH. J. Amer. diet. Ass., 25, 665- 
668, Aug. 1949. 4 figs., 8 refs. 


2229. Free-feeding Pregnant Women. 
By A. G. Kine. Amer. J. Obstet. Gynec., 58, 
299-307, Aug. 1949. 8 refs. 


2230. The Developmental Mechanism of the Func- 
tional and Organic Disturbances of Pregnancy 
(Gestoses). [In English. ] 

By H. SauraMo. Acta obstet. gynec. scand., 
29, Suppl. 1, 1-43, 1949. Bibliography. 


2231. The Role of Neuro-endocrine Factors in the 
Pathogenesis of the Diseases Special to Pregnancy. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


(Le réle des facteurs neuro-endocriniens dans la 
pathogénie des maladies spéciales a l'état de gestation.) 

By H. Picaup. Progr. méd., Paris, 77, 299- 
307, July 10, 1949. 1 ref. 


2232. Pregnancy Subsequent to Radical Mastectomy 
of the Breast for Cancer. 

By E. STEFFEN and H. Grace. Amer. J. Obstet. 
Gynec., 58, 180-183, July 1949. 20 refs. 


2033. Toxaemias of pregnancy. Their Incidence 
in 2,567 Pregnancies. (Toxemias gravidicas. Su 
frecuencia en 2,567 embarazadas.) 

By R. Oretiana. Arch. Col. med, Salvador, 
2, 110-115, June, 1949. 


2234. Eclampsia and the Second World War. 
(Eklampsie und zweiter Weltkreig.) 

By J. FRoewts and E. IsLirzEr. Geburtsh. 
Frauenheilk., 9, 572-582, Aug. 1949. 3 figs., 
29 refs. 


2235. The Course of Pregnancy Toxaemias (De 
oorzaak der zwangerschapstoxicose. ) 

By M. A. van B. Bastiaanse and J. L. 
Mastsoom. Belg. Tijdschr. Geneesk., 5, 637-652, 
July 15, 1949. 8 figs., 32 refs. 


2236. Toxaemias of late Pregnancy. 
By H. G. Watson. West. J. Surg. Obstet. 
Gynec., 57, 273-283, July, 1949. 10 refs. 


2237. Pregnanediol Excretion in Hyperemesis Gravi- 
darum, Hydatidiform Mole, Chorionepithelioma, and 
Spurious Pregnancy. (Die Pregnandiolausscheidung 
bei Hyperemesis gravidarum, Blasenmole, Chorion- 
epitheliom und Scheinschwangerschaft. ) 

By J. Prorz. Z. Geburtsh, Gynik., 130, 316- 
325, 1949. 8 figs., 22 refs. 

There is no evidence of decreased pregnanediol 
excretion as a sign of diminished corpus luteum 
activity in hyperemesis gravidarum. In some cases 
pregnanediol excretion has even tended to rise, 
which suggests some connexion with the increased 
production of chorionic gonadotropin frequently 
found in hyperemesis. Cyclic variations in preg- 
nanediol excretion coinciding with the missed 
period are frequently found in the early stages of 
pregnancy. The alleged higher incidence of abor- 
tions due to lack of corpus luteum hormone in 
hyperemesis could not be confirmed. Large 
amounts of pregnanediol were excreted in a case 
of hydatidiform mole with lutein cysts for some 
time after removal of the mole. W. Mestitz 


2238. Pathogenesis and Treatment of Hydramnios. 
(Etiopatogenia e tratamento do polihidramnio. ) 

By L. R. L. bE Gouvea. An. brasil. Ginec., 
27, 273-290, Apr. 1949. Bibliography. 

The author considers that hydramnios is related 
aetiologically to pre-eclampsia, and he therefore 
gives the same type of treatment in both condi- 
tions. He employs a low-chloride, low-protein 
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diet, together with 0.75 g. ammonium chloride by 
mouth 3 times a day, the patient remaining in bed. 
Good results are claimed from this region in 20 
cases of hydramnios. Three case histories are 
given [but no details of diet]. S.S. B. Gilder 


2039. Diabetes, Pregnancy, and  Eclampsia. 
(Diabetes, Schwangerschaft, und Eklampsie.) 

By G. Wissmann. Med. Klinik., 44, 888-892, 
July 15, 1949. 16 refs. 


2240. Facial Nerve Paralysis in Toxaemia of Preg- 
nancy Associated with Oedema. (Facialispares vid 
graviditetstoxikos med é6dem.) 

By C. A. EHRNROoTH. Nord. Med., 42, 1196- 
1197, July 15, 1949. 5 refs. 


2241. The Effect of Toxaemia of Pregnancy upon 
the Foetus and Newborn Child. 

By A. A. Brasu. Arch. Dis, Childh., 24, 107- 
116, June 1949. 6 figs., 16 refs. 


2242. The Pathological Changes in the Newborn in 
Maternal Eclampsia. (Ueber pathologisch-anatomische 
Veriinderungen Neugeborener bei miitterlicher Eklamp- 
sie.) 

By H. Monrac. 
516-519, July, 1949. 


Geburtsh. Frauenheilk., 9, 
1o refs. 


2243. Capillary Fragility and the Use of Rutin in 
Toxemias of Pregnancy. 

By W. J. Dieckmann, Z. Aksastt, and G. T. 
ARAGON. Amer. J]. Obstet. Gynec., 57, 711-716, 
Apr. 1949. 4 figs., 12 refs. 

The capillary resistance was estimated by means 
of the Hecht-Dalldorf test and the Géthlin index 
in 164 women with toxaemias of pregnancy The 
series included 75 cases of essential hypertension, 
63 cases of pre-eclampsia, 6 cases of eclampsia, and 
20 cases of accidental haemorrhage. 

Abnormal capillary resistance was found in 33.3 
per cent of patients with essential hypertension; 
42.3 per cent of patients with severe and 29.6 per 
cent with mild hypertension had increased capillary 
fragility. The finding of abnormal fragility did 
not depend on the duration of hypertension. In 
the second group, with pre-eclampsia, the capillary 
fragility in 5.3 per cent (3 cases) of a total of 49 
mild cases was abnormal. Two of the affected 
patients had associated anaemia, however, and as 
35 per cent of patients with anaemia have ab- 
normal fragility these two cases were discounted. 
Capillary resistance was normal in the 14 severe 
cases of pre-eclampsia and also in the 6 eclamptic 
patients. Two of the 20 patients with accidental 
haemorrhage had a capillary fragi'ity on the border- 
line of normal but both these patients had essential 
hypertension. Abnormal capillary fragility does 
not therefore seem to be responsible for accidental 
haemorrhage. 

Treatment with rutin was given to 13 patients 
with abnormal fragility. The initial dose was 
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20 mg. three times daily. If no response was noted 
after 3 weeks’ treatment, the dose was doubled 
until the capillary resistance became normal, when 
a maintenance dose of 60 mg. daily was given until 
delivery. No toxic effects were noted. Twelve 
patients receiving treatment improved but one 
became worse while still receiving 200 mg. of rutin 
daily. She was delivered of a live child during 
the 38th week of pregnancy but the capillary 
fragility remained abnormal after delivery. Sev- 
eral patients were given ascorbic acid in addition 
to rutin, although no vitamin C deficiency could be 
demonstrated in any of the cases of pregnancy 
toxaemia. Margaret C. S. Binnie 


2244. Treatment of Toxaemias of Pregnancy with 
Antihistamine Drugs. (Eine neue Therapie der 
Schwangerschaftstoxikosen mit  Anti-histaminsub- 
stanzen.) 

By V. FRIEDBERG. Geburtsh. Frauenheilk., 9, 
128-137, Feb. 1949. 2 figs., 36 refs. 

An attempt is made to prove that eclampsia and 
pre-eclampsia are due to an antigen-antibody re- 
action. Although anaphylaxis in animals is not 
comparable with an eclamptic convulsion in women, 
the pathological changes in the kidneys and liver 
are stated to be similar. That skin tests have been 
unsatisfactory is explained by the theory that 
allergic reactions only take place in the ‘ shock 
organs ’’, that is, the liver and kidneys. It is 
assumed that the pregnant woman is sensitized by 
an allergen of placental origin and that she norm- 
ally produces an antibody and becomes immune. 
[It is not exp!ained why the maternal organism is 
unable to produce an antibody in one pregnancy 
whilst in the next it is apparently able to do so, 
as evidenced by the absence of toxaemia. | 

The author treated 4 cases of eclampsia and 4 
cases of severe pre-eclampsia with ‘‘ antistin’’. In 
cases of eclampsia 2 ml. of antistin was slowly 
given intravenously, followed by intramuscular 
injections of 2 ml. after 3 to 4 hours. Not more 
than 5 injections in 24 hours were necessary. 
Graphs show the diminution of albuminuria under 


treitment. The blood pressure, however, changed 
very little. The subjective symptoms greatly im- 
proved. [It is to be noted that observation 


extended for 36 hours or less with the patient in 
labour, and it is well known that great variations 
in albumin output in urine occur normally.] 
Hyperemesis, which is regarded as of toxaemic 
origin, was treated with antistin. Improvement 
is claimed and in one case the condition relapsed 
when the patient was given (without her know- 
ledge) an injection of a substance other than 
antistin. 

Improvement with antistin treatment does not 
prove the allergic theory, as the drug is said to 
have a sedative effect on the central nervous 
system. He pleads for further tests on a larger 
series of cases. W. P. Hirsch 
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2245. Intravenous Procaine in Eclampsia. (La 
novocaina intravenosa nella eclampsia.) 

By F. Gturrripa. Atti Soc. med.-chir. Padova, 
27, 116-121, Feb.-Mar. 1949. to refs. 


2246. The Management and Treatment of Patients 
with Preeclampsia and Eclampsia. 

By D. E. Rep. Pennsylvania med. J., 52. 
1053-1059, July 1949. 4 figs., 17 refs. 


2247. Treatment of Nausea and Vomiting of Preg- 
nancy with Dramamine—Preliminary Report. 

By P. E. Carviner, H. M. RapMan, and L. N. 
Gay. Science, 110, 215-216, Aug. 26, 1949. 
wet. 


2248. The Expectant Treatment of Placenta Previa. 
A Study of 50 Maternal Deaths. 

By C. A. Gorpon and A. RosentHat. Surg. 
Gynec. Obstet., 88, 259-263, Feb. 1949. 5 refs. 

The authors review 50 maternal deaths from 
placenta praevia occurring in hospitals in Brooklyn, 
New York. The causes of death were infection 
(18 cases), haemorrhage (15), rupture of the uterus 
(8), cardiac failure (2), transfusion haemolysis (2), 
pulmonary embolus (1), post-operative shock (1), 
ec'ampsia (2), and spinal analgesia (1). The 
authors favour expectant treatment in suitable 
cases, and consider that the risks from mismanaged 
delivery are far greater than from expectant treat- 
ment carried out in hospital. Tamponade (vaginal 
packing) and dilating bags are obsolete and version 
is nearly so. Intervention from below should be 
limited to rupture of the membranes or pulling 
down an accessible foot in a multipara with a full 
breech or foot presentation. Caesarean section is 
indicated in most cases. If third-stage haemor- 
rhage occurs the placenta should be removed 
manually without delay. F. J. Browne 


2249. Cystographic Diagnosis of Placenta Praevia 
with the Aid of Two Radiographs. [In English. ] 

By H. Sauramo. Gynaecologia, Basel, 127, 
95-102, Feb. 1949. 6 figs., 12 refs. 

The author describes the results of 20 cysto- 
graphies performed in the First Women’s Clinic of 
the University of Helsinki on patients who had 
had ante-partum haemorrhages during the last 
months of pregnancy. A preliminary enema was 
given to all patients except those suffering from 
shock. A thin flexible catheter was then intro- 
duced into the bladder and 35 ml. of a 12.5 per 
cent solution of sodium iodide injected. The 
catheter was removed and a radiograph taken with 
the patient in the lying position. Another film 
was then exposed while the fundus was pushed 
down fairly firmly to make the presenting part 
descend as low as possible. In the author’s series 
of 20 cases he discovered 5 cases of central placenta 
praevia and 3 cases of partial placenta praevia. In 
all cases in which operation was later carried out 
the diagnosis was found to be correct. 
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[ The abstracter has abandoned the use of sodium 
iodide, as a number of patients complained of its 
irritant action, and now employs air instead. It 
ts, however, necessary to use 80 to 100 ml. of the 
latter to obtain an adequate definition. It is also 
highly desirable to take a lateral view, preferably 
wita the subject in the erect position, otherwise an 
anterior or posterior marginal (or lateral) placental 
implantation will be missed.| J. Rabinowitch. 


2250. Some Cases of Placenta Praevia Treated by 
Willett’s Method. (Alguns casos de placenta prévia 
tratados pelo método de Willett.) 

By A. Da C. Barros. Rev. portug. Obstet. 
Ginec. Cir., 2, 93-105, Mar.-Apr. 1949. 38 refs. 


2251. Facts Pertinent to a Rational Concept of 
Abruptio Placentae. 

By R. A. BartHoLomew, E. D. CoLvin, W. H. 
Grimes, and J.S. FisH. Amer, J. Obstet. Gynec., 
57, 69-84, Jan. 1949 11 figs., 14 refs. 

In this paper additional iacts are presented in 
support of a toxaemic origin of abruptio placentae. 
These are discussed under five headings: (1) The 
frequent occurrence of symptoms and signs of 
toxaemia before abruptio placentae. Portes found 
an associated toxaemia in 91.3 per cent of cases of 
abruptio placentae, and Dieckmann in 69 per ceiat. 
The authors point out, however, that in a variable 
percentage of cases, particularly of the fulminating 
type, there are no clinical signs of toxaemia. 
(2) Simultaneous occurrence of eclampsia and 
abruptio placentae. In the present series 2 
patients had both eclampsia and abruptio p!acentae. 
(3) Similarity of necropsy findings in eclampsia 
and abruptio placentae. The pathological changes 
in the vital organs such as the brain, liver, and 
kidneys are similar in the two conditions. (4) The 
consistent occurrence of acute and subacute haemor- 
rhagic placental infarcts in all cases of abruptio 
placentae and eclampsia, identical in both gross 
and microscopical appearance. The placentas in 
20 cases of abruptio placentae, 6 cases of eclampsia, 
2 cases of abruptio placentae and eclampsia com- 
bined, 4 cases of severe pre-eclamptic toxaemia, 
and 18 cases of normal pregnancy are compared; 
when the patient had eclampsia, abruptio plac- 
entae, or pre-eclamptic toxaemia, infarction of 
the placenta was always present. In 19 cases of 
abruptio and 2 of eclampsia the condition was so 
fulminating that clinical symptoms were absent 
or mild, yet infarction was present. (5) In cases 
of abruptio which occur during the course of grad- 
ually increasing toxaemia, the location, appearance, 
and consistency of the blood clot indicate that the 
initial bleeding takes place at the site of, and 
adjoining, a recent haemorrhagic infarct of the 
placenta. 

The authors discuss the classification, aetiology, 
and effects of placental infarcts. They describe 
two main groups—the anaemic and the haemor- 
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rhagic. The former is stated to be due to 
obliterative endarteritis which gradually shuts off 
foetal circulation to the dependent placental tissue. 
There follows a slow necrosis of villi which induces 
thrombosis in the intervillous maternal blood, 
which becomes hyalinized. This type of infarct 
is white and firm, and usually found near the mar- 
gin of the placenta where the arteries are small. 
The slow necrosis minimizes the formation of toxic 
products and the surrounding hyalinized blood 
precludes dissemination into the maternal circula- 
tion. This variety of infarct, therefore, is not 
related to toxaemia, 

The haemorrhagic infarct is sharply demarcated 
from the surrounding placental tissue and varics 
in size from 1 cm. diameter to as much as two- 
thirds of the placenta. Spanner’s investigations 
of the placental circulation are discussed, particular 
stress being laid on the presence of sphincters in 
the collecting veins. Spism of the sphincters 
would result in a damming back of blood in the 
units of the placenta supplied by the veins. The 
foetal heart, continuing to force blood into the 
affected placental units, causes distension and 
engorgement of the villous vessels. Stoppage of 
the circulation results in thrombosis and the villi 
become necrotic. The infarct outlines the pattern 
of the circulation serving the affected placental 
tissue and demarcation is very sharp. The cir- 
culatory disturbance is therefore on the foetal and 
not on the maternal side. It is postulated that a 
spasmogenic influence originating possibly in the 
renal or pituitary secretions is the factor responsible 
for production of this type of infarction. If the 
spasm affects a single collecting vein the resulting 
infarct is small. 

A simple classification of true toxaemia of preg- 
nancy is suggested. Where renal and vascular 
disease is associated with toxaemia of preznancy 
hypertension is the common factor, and these 
diseases predispose to a toxaemia in the later 
months of pregnancy. In the toxic cases of the 
series vascular disease was present in 58 per cent. 
The effect of the spasmogenic factor may be aggra- 
vated by pregnancy and there may be greater 
tendency to spasm of the sphincters of the uterine 
veins, resulting in superimposed toxaemia. 


Classification 


Subacute Haemorrhagic}| Acute Haemorrhagic 
Placental Infarction Placental Infarction. 
(Several Weeks) (Several Days) 


1. Mild toxaemia. 

2. Moderate toxaemia. 
3. Severe toxaemia 

4. Pre-eclampsia. 


. Pre-eclampsia (may 
not be recognizable). 


Either condition may lead to abruptio placentae 
or eclampsia or ‘‘ eclampsism’’ in that order of 
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frequency. It is concluded that there is but one 
toxaemia of pregnancy, namely, that due to aut- 
olysis of placental tissue. The renal and vascular 
conditions commonly included among the tox- 
aemias of pregnancy are, in reality, only pre- 
disposing causes. E. L. Nicolson 


2252. Abruptio Placentae in Vitamin E Deficient 
Guinea Pigs. [In English. ] 

By A. INGELMAN-SUNDBERG. Acta endocrinol., 
Kbh., 2, 335-346, 1949. 5 figs., 13 refs. 


2253. Hydatidiform Mole Followed by Postpartum 
Eclampsia and Chorionepithelioma, with Recovery. 

By C. W. MUELLER and W. A. Laep. Amer. J. 
Obstet. Gynec., 58, 133-138, July 1949. 4 figs., 
5 rels. 


2254. Hormonal Assays in a Case of Hydatidiform 
Mole. 

By L. Girman, N. and A. Duin. 
Amer. J, Obstet. Gynec., 58, 171-175, July 1949. 
3 figs., 13 refs. 


2255. Hydatidiform Mole of the Broad Ligament. 
Report of a Case. 

By J. L. FLax and W. I. Weiss. J]. med. Soc. 
New Jersey, 46, 398-399, Aug. 1949. 1 fig., 14 refs. 


2256. Acute Arterial Spasm Complicating Accidental 
Haemorrhage in Late Pregnancy. 

By J. J. Hanpter. Lancet, 2, 514-515, Sept. 
17, 1949. 8 refs. 


2257. Endocrine Patterns in Abortion. 

By E. Detrs and G. E. S. Jones. Obstet. 
gynec. Surv., 3, 680-692, Oct. 1948. 12 figs. 

A number of different endocrine patterns occur- 
ring in pregnancy terminating in abortion are 
described. The material was obtained from the 
study of 75 pregnancies in women who had prev- 
iously had two or more abortions. In each case 
a search was made for the usually accepted 
aetiological factors and specific endocrine studies 
were made, including repeated determinations of 
urinary pregnanedio] and serum chorionic gonado- 
trophin, the values obtained being compared with 
those obtained in normal pregnancy. 

From the results obtained in the 30 patients in 
whom abortion again occurred the authors form- 
ulate certain general conclusions: (1) Low serum 
chorionic gonadotrophin levels were associated with 
a pathological conceptus or a dying trophoblast 
and were always followed by abortion. (2) Early 
low pregnanediol excretion was often associated 
with a low serum chorionic gonadotrophin and 
abortion followed this finding. Early low preg- 
nanediol excretion values were not encountered 
alone and so it could not be said whether continued 
pregnancy is possible in such cases. (3) Early 
normal pregnanediol excretion occurred occasion- 
ally with low serum chorionic gonadotrophin levels 
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and a pathological conceptus, so that normal corpus 
luteum function did not appear to preclude abor- 
tion. (4) Low  pregnanediol excretion late in 
pregnancy was associated in a few cases with normal 
serum chorionic gonadotrophin levels and a 
normally developed foetus, suggesting a late failure 
of placental steroid hormone production. (5) Evi- 
dence of subnormal thyroid function was found 
together with low serum chorionic gonadotrophin 
levels and a pathological conceptus with significant 
frequency. It was found also in some cases assoc- 
iated with normal serum chorionic gonadotrophin 
levels and late abortion. 

[This is an interesting paper as it attempts to 
correlate the clinical, endocrine, and pathological 
aspects of habitual abortion. It should be empha- 
sized, however, that the study was selective and 
therefore its application to the problem of abortion 
in general is precluded. There remain many 
unknown aetiological factors in abortion, but this 
paper provides further proof that the endocrines 
play a significant part and require further con- 
trolled study. In common with many other 
workers the authors are led to the firm conclusion 
that thyroid hypoactivity is a frequent cause of 


abortion. | R. L. Hartley 
2258. The Relation of Rh Incompatibility to 
Abortion. 
By B. Grass. Amer, J. Obstet. Gynec., 57, 


323-332, Feb. 1949. 1 fig., 16 refs. 

After a summary of the literature on Rh incom- 
patibility and abortion it is pointed out that no 
reliable statistics exist, as previous studies have 
been based on too few cases or on an incomplete 
understanding of the principles involved. In the 
present study an attempt was made to determine 
any significant difference between the frequency of 
abortion when Rh-negative women known to be 
actually sensitized were carrying Rh-positive 
foetuses and the frequency of abortion in other 
women. At the same time elaborate precautions 
were taken to obtain accurate obstetric histories, 
and where factors such as the incidence of induced 
abortion could not be checked the controls were so 
picked that these factors could be assumed to be 
equal in each of the groups under review. A total 
incidence of abortion of 15.44 per cent was reported 
in 6,003 pregnancies of 3,171 white women studied. 
The ratio of total reported abortions to pregnancies 
was 13.56 per cent for 2,500 Rh-positive women, 
13.02 per cent for 1,155 Rh-negative non-sensitized 
women, and 15.25 per cent for 209 sensitized 
women. No significant increase in abortion was 
therefore present in the sensitized group. A slight 
rise, if real, may be accounted for by the higher 
average number of pregnancies per woman in this 
group, in comparison with the Rh-positive and 
especially with the Rh-negative non-sensitized 
women. ‘‘ The analysis of 2,500 histories of Rh- 
positive women discloses a highly significant in- 
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crease in abortion in the latter half history, 
irrespective of gravidity.’’ 
C. Christopher Bowley 


2259. Habitual Abortion. A Pathologic Analysis of 
100 Cases. 

By R. L. Watt and A. T. HERTIG. Amer. J, 
Obstet. Gynec., 56, 1127-1133, Dec. 1948. 6 refs. 

The authors make a well-timed appeal for a more 
rational treatment of habitual abortion according 
to the cause shown by systematic examination of 
mother, ovum, and placenta. Of 100 cases, 58 
were found to have the same aetiology, the com- 
monest factors being pathological ova (36 cases) 
and uterine abnormalities (8 cases); the least 
common factors were foetal anomalies (2) and in- 
flammatory conditions (3). In a control series of 
1,000 spontaneous abortions the aetological factors 
were discovered in approximately the same per- 
centages, leading to the conclusion that any woman 
who aborts is a potential habitual aborter, and the 
corollary that the first abortus of any patient 
should be thoroughly examined pathologically, to 
enable patient and physician to become “ intelli- 
gently prepared ’’ for a subsequent abortion. This 
evidently entails a belief in ‘‘ specific ’’ therapy, 
such as the use of endocrines in apparently fore- 
stalling the production of pathological ova and of 
vitamin E in preventing foetal anomalies. [The 
latter, occurring in only 2 per cent of the habitual 
abortion series, are worth remembering. | 

A. F. Anderson 


2260. Missed Abortion. An Evaluation of Conser- 
vative Management. 

By S. Lupin and R. WaLttman. Amer. J. Surg., 
77, 202-207, Feb. 1949. 1 fig., 7 refs. 

A plea for the expectant treatment of missed 
abortion is supported by a record of 39 cases. In 
these the dead foetus had been retained for periods 
varying from 4 to 28 weeks. In 6 cases, stilboe- 
strol or oestrogenic hormone was given to stimulate 
evacuation of the uterus. In 32 cases the uterus 
emptied itself without interference; in the remain- 
ing 7 assistance was required for the completion of 
the process of abortion. There were no maternal 
deaths and morbidity in only 1 case. This patient 
required manual removal of the placenta after the 
expulsion of a dead foetus, which had been retained 
for 34 days. The only deaths from missed abortion 
in Brooklyn during the last 10 years occurred after 
surgical intervention. M.A. Dobbin Crawford 


2261. A Simple and Reliable Method for Interrup- 
tion of Pregnancy after the 10th week. (Eine einfache 
und verlissliche Methode zur Schwangerschaftsunter- 
brechung nach der to. Woche.) 

By F. Kovics. Zbl. Gynik., 70, 1097-1103, 
1948. 17 refs, 

- Review of the literature leads the author to 
believe that there is a place for the employment 
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of hypertonic solutions in the induction of abortion. 
He describes the results of using hypertonic glu- 
cose. After cleansing the cervix and without 
previous dilatation of the latter he introduces a 
soft rubber catheter so that it lies between the 
uterine wall and the amniotic sac; he injects a 
sterile 20 per cent solution of glucose at body tem- 
perature through the catheter, which is then 
clamped. The volume to be injected is too ml. 
per month of pregnancy plus 50 to 100 ml. This 
method is stated to be particularly safe in preg- 
nancies after the tenth week, although it is contra- 
indicated earlier than this on account of the high 
incidence of incomplete abortions produced. 

The figures submitted show that spontaneous 
evacuation of the uterus occurred in 85 per cent 
of cases, while in 14 per cent further intervention 
was needed; in 3 per cent a further injection 
proved successful. The author considers the figure 
of 14 per cent to be unduly high and that some 
failures were due to inexperience with the method 
early in the series. Failure was complete in 1 per 
cent of cases. Most patients aborted within 48 
hours but evacuation occurred in 2 cases only after 
120 hours. The morbidity rate was very low. 

W. Stern 


2262. Late Complications after Therapeutic Abor- 
tion. (Senko, plikationer vid legal abortprovokation.) 

By N. Svanperc. Nord. Med., 42, 1264-1268, 
July 29, 1949. 9 refs. 


2263. Oliguria After Induction of Abortion. 
(Oligurie na partus immaturus provocatus.) 
By A. STEHOUWER. Ned. Tijdschr. verlosk., 4, 


290-294, 1949. 10 refs. 


2264. Postabortal Oliguria. 
By W. M. O'DONNELL. 
140, 1201-1205, Aug. 13, 1949. 


J. Amer. med, Ass., 
20 refs. 


2265. Studies on the Products of Abortion in 
Human Subjects with Special Reference to Early 
Deformities and Their Causation. (Studien an men- 
schlichen Aborteiern mit besonderer Beriicksichtigung 
der friihen Fehlbildungen und ihrere Ursachen.) 

By O. Kagrser. Schweiz. med. Wschr., 
803-805, Sept. 3, 1949. 1 fig. 


79, 


2266. Studies on the Human Ovum after Abortion 
with Special Reference to Early Malformations and 
their Causes. Part II. (Studien an menschlichen 
Aborteiern mit besonderer Beriicksichtigung der 
frihen Fehlbildungen und ihrer Ursachen. Il. 
Mitteilung.) 

By O. Kaegser. 
780-785, Aug. 27, 1949. 


79, 


Schweiz. med. Wschr., 
16 figs. 


2267. Sodium £-Glycerophosphate in Obstetrics. 
By D. C. A. Bevis. 
17, 1949. 3 refs. 


Lancet, 2, 535-536, Sept. 


I0gI 


[The unavoidable conclusion is that sodium 
8-glycerophosphate is of no use in the treatment 
of abortion and has no effect on the contracting 
full-time uterus—Ed. | 


2268. Personal Results of Specific Treatment in 
Spontaneous Abortion. (Résultats personnels du 
traitement specifique dans les avortements spontanés.) 

By G. FauGére. Rev. frang. Gynéc., 44, 201- 
207, July 1949. 


2269. Progesterone in the Treatment of Spontaneous 
Abortion. (La progesterona en el tratamiento del 
aborto espontaneo.) 

By A. Maria Haran. 
2128, May 1949. 17 refs. 


Aisa, Méx., 3, 2121- 


2270. Penicillin Treatment of an Agranulocytosis 
Caused by Sulphathiazole after Abortion. (Penicillin- 
behandlung einer nach Fehlgeburt durch Cibazol 
ausgelésten Agranulozytose.) 

By H. E. Rotorr and H. G. MULLER. 
Frauenheilk., 9, 616-621, Aug. 1949. 


Geburtsh. 
22 refs. 


2271. A Review of 445 Pregnancies Complicated by 
Fibromyomas. 

By D. J. Granpin. Amer. J. Obstet. Gynec., 
57, 532-540, Mar. 1949. 17 refs. 

Among 20,763 obstetric patients at the Sloane 
Hospital, New York, there were 392 with a total of 
445 pregnancies complicated by fibromyomata, an 
incidence of 2.1 per cent. Of these 66 per cent 
were negresses, and the average age was 32 years. 
Labour was not prolonged. In 25 per cent of 
fibroids there was evidence of degeneration; only 
5 per cent of patients aborted. There was no 
increase in incidence of toxaemia or hypertension. 
Haemoglobin levels were unaffected by the pres- 
ence of fibroids. 10 per cent of the patients 
required operation before term, hysterectomy being 
performed in 40.9 per cent of these cases and 
myomectomy in 18.1 per cent. Ma'presentations 
occurred 2 to 3 times more often than usual, the 
commonest being breech presentation; there were 
6 twins, 4 cases of transverse lie, and 3 face pre- 
sentations. Premature labour occurred in 14 cases, 
uterine inertia in 32 cases, and prolapse of the cord 
in. 6. Postpartum haemorrhage was present in 
4.3 per cent of cases (this is less than the usual 
incidence for all pregnancies) but placentae were 
retained in 1.8 per cent—twice the usual incidence. 
Caesarean section was performed 95 times. The 
morbidity rate was 3 times the usual one for the 
Sloane hospital. The foetal mortality rate was not 
increased. Derek Freeth 


2272. Pregnancy after Surgical and X-ray Treat- 
ment in a Case of Carcinoma of the Ovary. ( (Ueber 
ein Fall von Schwangerschaft nach Operation und 
Réntgennachbestrahlung eines Ovarialcarcinoma.) 

By — ScHoemic. Med. Klinik, 44, 957-958, 
July 29, 1949. 16 refs. 
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2273. Occurrence of Ovarian Carcinoma in Preg- 
nancy. (Rakovina vajetniku vtthotenstvi.) 

By M. Kos and M. Hutex.  Ceskoslov. 
Gynaek., 14, 385-395, 1949. 13 refs. 


2274. Pregnancy and Adnexal Cysts. 
By R. L. Haas. Amer. J. Obstet, Gynec. 58, 
283-290, Aug. 1949. 8 refs, 


2275. Statistical Study of Chorionepithelioma in the 
Philippine General Hospital. 

By H. Acosta-Sison. Amer. J. Obstet. Gynec., 
58, 125-132, July 1949. 11 refs. 


22706. Spontaneous Painless Rupture of the Uterus 
in the Fourth Month of Pregnancy. (Ueber einen Fall 
von Spontanruptur eines im 4. monat graviden, 
wehenlosen Uterus.) 

By E PuRucker. 
522-523, July 1949. 


2277. Prenatal Care in Pregnancy Complicated by 
General Disease. 

By R. M. Corser. 
242-245, Sept. 1949. 


2278. Significance of Allergic Reactions in Preg- 
nancy. (Die Bedeutung der allergischen Reaktion in 
der Schwangerschaft. ) 

By W. Wisse. Zbl. Gynak., 71, 128-134, 1949. 
13 refs. 


Geburtsh. Frauenheilk., 9, 


Publ. Hith., Lond., 62, 


2279. Surgical Conditions Coincident with Preg- 
nancy. 

By R. B. Witson and R. D. Mussey. Surg. 
Clin. N. Amer., 29, 1119-1127, Aug. 1949. 


2280. The Relation Between Surgeon and Gynae- 
cologist in the Treatment of Surgical Conditions 
Complicated by Pregnancy. (Wie sollen sich der 
Chirurg und der Gynikologie bei den durch die 
Schwangerschaft komplizierten Eingriffen verhalten? ) 

By W. ScHaeFEeR. Med. Klinik., 44, 1050-1053, 
Aug. 19, 1949. 


2281. Danger of Dicumarol Treatment in Pregnancy. 

By A. P. Kraus, S. Pertow, and K. SINGER. 
J Amer. med, Ass., 139, 758-762, Mar. 19, 1949. 
8 figs., 18 refs. 

This paper describes the results of administration 
of dicoumarol to pregnant rabbits. The drug was 
given orally, and the prothrombin time was esti- 
mated by the one-stage method of Quick. Ad- 
ministration in doses sufficient to cause depression 
of prothrombin levels to under 10 per cent of 
normal even for 2 days or less resulted in death of 
the mother, and of the foetuses except when the 
drug was given only in the last week of pregnancy. 
Administration of enough to depress the pro- 
thrombin levels to 10 to 25 per cent of normal, but 
not lower, resulted in survival of 3 out of 4 mothers. 
No excessive bleeding was observed in the mothers, 
but the newborn rabbits had extremely low proth- 
rombin levels and a pronounced haemorrhagic 
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tendency. Intrauterine death of some foetuses 
occurred, and even those born alive survived not 
more than 5 days. Dicoumarol thus appeared to 
affect the infants more than the mothers, and the 
authors favour the belief that the drug passes the 
placental barrier. They conclude that dicoumaro] 
treatment is inadvisable during pregnancy in the 
human subject, particularly in view of the ill 
effects produced by treatment of very short dura- 
tion in these animal experiments. A. Brown 


2282. A New View on the Use of Dicoumarol in the 
Pregnant Patient. 

By D. L. Apamson, R. T, WEaveR, and C. H. 
Jammet. Canad. med. Ass. J., 61, 6-10, July 
1949. 10 refs. 


2283. Pregnancy and Labor Complicated by Heart 
Disease. 

By W. K. Yates. W. Virginia med. J. 45, 173- 
176, July 1949. 9 refs. 


2284. Heart Disease and Pregnancy. [In English.] 
By G. A. Linpesoom. Gynaecologia, Basel, 
128, 101-120, Aug. 1949. 48 refs. 


2285. Complete Heart Block Complicating Preg- 
nancy. 

By W. T. ZimpauL and A, ZIMMERMANN, 
Amer. Heart J., 37, 1135-1138, June 1949. 1 fig., 
8 refs. 


2286. Pregnancy in Valvular Heart Disease of 
Rheumatic Origin. (Téhotenstvi u zen s_ chlopenni 
vadou reumatickéno povodu.) 

By V. Jonas. Cas. Lék. €es., 88, 1029-1034, 
Sept. 9, 1949. 


2287. Some Considerations of Heart Disease in Preg- 
nancy with Special Reference to Congenital Morbus 
Cordis. 

By G. A. GRESHAM. King’s Coll. Hosp. Gaz., 28, 
45-57, Summer, 1949. 

2288. Acute Bacterial Endocarditis Complicating 
Pregnancy. 

By G. N. Ferris and C. E. TosHacu. J. 
Michigan med. Scc., 48, 717-719, June 1949. 5 
figs., 9 refs. 

2289. Rupture of a Splenic Arterial Aneurysm as a 
Fatal Complication of Pregnancy. 

By J. A. CHacmers,. Brit. J. Surg., 37, 86-90, 
July, 1949. 1 fig., 22 refs. 

2290. Saphenous Phlebectomy for Varicose Veins 
During Pregnancy. 

By F. W. Peyron and F. A. Loop. Amer. J. 
Obstet. Gynec., 58, 318-325, Aug. 1949. 2 figs., 
13 refs. 


2291. The Effect of Treatment with an Antihista- 
minic Drug on Blood Pressure and Urine in Pregnant 
Women. 


By D. B. HorrmMan. Amer, J. Obstet. Gynec., 


_ 58, 385-391, Aug. 1949. 9 refs. 
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2292. Active Therapy of Varicose Veins in Preg- 
nancy. 

By H. G. Hamitton, R. F. Pirram, and R. S. 
Hiccins. Sth. med. J., 42, 608-612, July, 1949. 
26 refs. 


2293. Anaemia of Pregnancy Treated with Molyb- 
denum-Iron Complex. 

By W. J. DiecKMANN and H. D. PRIDDLE. Amer. 
J. Obstet. Gynec., 57, 541-546, Mar. 1949. 1 fig., 
10 refs. 

In 1936, 11.5 per cent of pregnant patients at- 
tending the authors’ clinic were considered to be 
anaemic by the standards used for pregnancy. When 
the standards employed for non-pregnant patients 
were used the figure was 63 percent. In 1947 the 
comparable figures were 4.6 and 39 per cent res- 
pectively. In view of the poor response to iron 
therapy other drugs were tried, for example, molyb- 
denum-iron complex advocated by Neary. For 
assessment of anaemia the haematocrit determina- 
tion was found to be easy, rapid, and accurate. It 
is more accurate than haemoglobin estimation and 
should be carried out during pregnancy at 3-monthly 
intervals. A haematocrit level of less than 37 per 
cent in the first 3 months, 30 per cent at mid-preg- 
nancy, and 32 per cent near term is indicative of 
anaemia. 

The authors treated 49 patients and 39 control 
patients with molybdenum-iron complex. The pre- 
paration was administered in a capsule of 3.0 mg. 
molybdenum sesquioxide and 195 mg. ferrous sul- 
phate, two capsules being given thrice daily. It was 
found very effective within 3 weeks of administra- 
tion; if no response is obtained further detailed 
haematological examination is indicated. 

Kenneth Bowes 


2294. Treatment of Hypochromic Anaemia in Preg- 
nancy. (Tratamento da anemia hipocrémica na 
gravidez.) 

By L. R. L. pe Gouvea, H. pe Castro Loso, 
and P. Moranp. Arch. brasil. Med., 39, 101-108, 
Mar.-Apr., 1949. 1 fig. 


2295. Rational Treatment of Anaemia with Large 
Intravenous Doses of Iron. (Rationelle Animiebe- 
handlung mit grossen intravendses Eisengaben.) 

By H. W. Pascuen. Geburtsh. u. Frauenheilk., 
9, 604-616, Aug. 1949. 3 figs., 9 refs. 


2296. A and B_ Factor Immunization in Pregnant 
Women with Rhesus Antagonism. (Immunisatie met 
de A- of B-factor bij zwangeren met rhesus-antagon- 
isme.) 

By L. De Krommg, L. A. M. Van DER SPEK, and 
H. Rorrincuuts. Ned. Tijdschr. Geneesk., 93, 
3143-3147, Sept. 10, 1949. 5 refs. 

2297. Practical Studies of the Rh Factor in 
Obstetrics. (Praktische Ergebnisse iiber den Rh- 
Faktor in der Geburtshilfe.) 

By H. Zbl. Gyndk., 71, 152-159, 
1949. 11 refs. 
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2298. Demonstration of Rh Antibodies during 
Pregnancy. (Der Nachweis der Rh-Antikérper wihrend 
der Schwangerschaft. ) 
By P. Daur and R. Manz. 
134-152, 1949. 19 refs. 


Zbl. Gynik., 71, 


2299. Jaundice in Pregnancy. (L’ictére au cours de 
la grossesse.) 

By P. LicHTeERT. 
Sept. 11, 1949. 


Brux.-méd., 29, 1970-1975, 


2300. Strangulated Diaphragmatic Hernia Compli- 
cating Pregnancy. Report of a Case. 

By G. A. BourGEots and W. T. Hoop. New Engl. 
J. Med., 241, 150-151, July 28, 1949. 1 fig., 8 refs. 


2301. Observations on Experimental Dental Caries. 
XI. Influence of Pregnancy. 

By H. Granapos, J. GLAvIND, and H. Dam. 
Proc. Soc. exp. Biol., N.Y ., 71, 279-281, June 1949. 
6 refs. 


2302. Intra-uterine Volvulus of the Ileum. With 
Absorption of the Ileum in a Full-time Pregnancy. 

By F. E. Lupwic and C. A. Lupwic. J. Michi- 
gan med. Soc., 48, 858-859 and 873, Sept. 1949. 
4 refs. 


2303. Megacolon and Pregnancy. 
gravidez.) 

By M. M. Netto and G. Costa. Rev. brasil. 
Cir., 18, 415-424, June 1949. 13 refs. 


(Megacolo  e 


2304. Treatment of Constipation in Pregnancy. 
(Beitrag zur Behandlung der Obstipation in der 
Schwangerschaft.) 

By J. 
1949. 4 refs. 


Praxis, 38, 644-646, July 21, 


2305. Appendicitis and Pregnancy. (Appendicitis 
y embarazo.) 
By C. C. Laroret. Rev. clin. esp., 34, 110-115, 


July 31, 1949. 1 fig., 20 refs. 


2306. Acute Appendicitis and Pregnancy. (Appendi- 
citis aguda y embarazo.) 

By G. O. CHapmMan. Arch, Hosp. S. Tomas, 3, 
181-193, July-Dec., 1949. 20 refs. 


2307. Discussion on the Pathological Features of 
Cortical Necrosis of the Kidney and Allied Conditions 
Associated with Pregnancy. 

By J. Youne, J. F. Smiru, K. J. FRANKLIN, 
J. F. Hecate, S. J. pe Navaguez, T. L. T. Lewis, 
G. Donps, J. SopHtan. Proc. R. Soc. Med., 42, 


375-387, June 1949. 8 figs., 33 refs. 


2308. Suprarenal Hemorrhage in Pregnancy. Report 
of a Case with a Review of the Literature. 

By G. Arnotp, A. G. RicuHer, and J. J. LEPOKE. 
New Engl. J. Med., 240, 1040-1043, June 30, 1949. 
17 refs. 
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2309. Pregnancy Associated with Exstrophy of the 
Bladder. 

By F. E. Rusovirs and M. ArnxorrF, J. Urol., 
62, 52-57, July, 1949. 3 figs., 9 refs. 


2310. Pregnancy in Addison’s Disease. (Embarazo 
en el curso de la enfermedad de Addison.) 

By R. Q. PasqguaLini. Rev. Asoc. med. argent., 
63, 303-306, July 15-30, 1949. 15 refs. 


2311. Pregnancy in Addison’s Disease. Report of 
Four Patients. 

By A. I. KNowtton, G. H. Munce, and J. W. 
Jawer. J. clin. Endocrinol., 9, 514-528, June 1949. 
48 refs. 


2312. The Association of Maternal Obesity, Large 
Babies and Diabetes. 

By J. A. L. Gitpert. Brit. med. J., 1, 7o2- 
704, Apr. 23, 1949. 19 refs. 

The author examined the obstetric histories of 
5,000 women confined at the Simpson Memorial 
Maternity Pavilion, Edinburgh, between August 
1941, and April 1943. Among these there were 
150 with unexplained histories of repeated abor- 
tions, intra-uterine deaths, neonatal deaths, and 
deliveries of babies weighing 10 Ib. (4.5 kg.) or 
more. An attempt was made to obtain in these 
cases the obstetric history after April 1943. Only 
75 replied to the inquiry. Of these 35 had since had 
one Or more normal pregnancies, and were not 
included in the series. Of the remainder, 21 were 
fully investigated and 19 declined admission to 
hospital for domestic reasons. Six of the 21 had 
typical diabetic glucose-tolerance curves. In the 
following table patients with diabetic blood-sugar 
curves are compared with those in whom the curve 
was normal. 


Non- 
Diabetic diabetic 
No. of patients ... | 6 15 
Age... | 39-46 yrs., | 28-45 yrs., 
average average 
| 44.2 yrs. 
No. of live births... | 25 40 
No. of babies more than 
10 lb. II 5 
No. of patients with 
babies of 10 Ib. or 
ais. | 5 3 


Obesity was a marked feature in both groups, 
especially in those patients with a diabetic glucose- 
tolerance test. All six of these weighed 30 lb. 
(13.6 kg.) or more above the average for their age 
and height. Some of those with a normal glucose- 
tolerance curve may yet develop diabetes. The 
author suggests that an excessive secretion of the 
anterior-pituitary growth factor during pregnancy 
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may cause progressive maternal obesity, large size 
of babies, and ultimate maternal diabetes. 
C. G. Nairn 


2313. Diabetes in Pregnancy. 

By P. M. Rike and R. M. Fawcett. Amer, J. 
Obstet., Gynec., 56, 484-493, Sept. 1948. 24 rels. 

This is a study of 55 patients in whom pregnancy 
was complicated by diabetes mellitus—o.174 per 
cent of women delivered in a 10-year period. The 
average age of these patients was 31 and the average 
age of all the pregnant women in the hospital was 
23. In 13 cases diabetes was diagnosed for the first 
time during pregnancy. Coma was the presenting 
symptom in a number [unstated] of patients. 
There were 4 foetal deaths occurring simultaneously 
with coma, and in one of these cases the mother 
died also. Of the total number of patients studied 
18 had hypertension, and of these, 12 had pre- 
eclamptic toxaemia and one actual eclampsia. Of 
the patients in whom diabetes was diagnosed for 
the first time during pregnancy 8 had hypertension. 
The authors consider that pregnant diabetics have 
a lowered renal threshold for sugar, and on that 
account should be treated on the basis of the blood 
sugar level. Three toxaemic patients received 
oestrogens and progesterone, but hormonal assays 
were not carried out. In one the toxaemia pro- 
gressed and Caesarean section was _ necessary. 
Hydramnios was noted in only 3 patients. In 
two-thirds of all the cases the baby was delivered 
per vaginam; there was only one breech delivery. 
The average weight of the infants at term was 
above normal. Excluding deaths before 28 weeks’ 
gestation, there were 9 foetal deaths, of which 7 
were intra-uterine, the total foetal mortality being 
28.8 per cent. There were 2 maternal deaths in the 
series; both women had pre-eclamptic toxaemia in 
addition to their diabetes. One went into diabetic 
coma after a low-forceps delivery; the other died 
after Caesarean Section, and necropsy revealed a 
meningioma in the fourth ventricle. 

L.A. Cruttenden 


2314. Diabetes in Pregnancy. 
By S. Z.Goopman. W. J. Surg. Obstet. Gynec., 
57, 350-364, Aug. 1949. 14 refs. 


2315. Cough Fracture in Late Pregnancy. 

By J. W. Pauttey, D. H. Less, and A. C. 
Pearson. Brit. med. J., 1, 135-137, Jan. 22, 1949. 
2 figs., 17 refs. 

Six reports of cough fracture late in pregnancy 
are contained in the literature and a further four 
cases are reported by the authors. All cases have 
the following features in common: (1) they occur 
late in pregnancy; (2) they tend to be left-sided; 
(3) lower ribs are chiefly involved; (4) multiple 
fractures are the exception. It is suggested that the 
condition is often overlooked, and the importance 
of early diagnosis with adequate strapping of the 
chest is stressed. Geoffrey McComas 
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2316. Ankylosing Spondylitis and Pregnancy. 

By C. Le R. STEINBERG. Ann. rheum. Dis., 7, 
209-215, Dec. 1948. 7 figs., 8 refs. 

Ankylosing spondylitis, although it affects the 
skeletal structure, is no hindrance to pregnancy. 
Instrumentation (low forceps) was used to effect 
delivery of one child out of four deliveries. The 
other three deliveries were spontaneous and normal. 
Several reasons may exist for this situation. Anky- 
losing spondylitis is a self-arresting and mild 
disease, as a rule, in women. The disease may 
show retrogression during pregnancy. . . . Women 
in the child-bearing age are still young and have 
not had the disease long enough for it to complete 
its ravaging effects on the skeletal system.— 
{Author’s summary. | 


2317. Lesions of the Symphysis Pubis in Pregnancy 
and Labour, (Schaamvoegletsels in zwangerschap en 
bij bevalling.) 

By C. J. H. pe Geus. Ned. Tijdschr. Verlosk., 
4. 261-269, 1949. 2 figs., 16 refs. 


2318. Pregnancy and Hodgkin’s Disease, with a 
Report of Three Cases. 

By S.C. Kaspon. Amer. J]. Obstet. Gynec., 57, 
282-293, Feb. 1949. 29 refs. 

This paper contains a valuable and comprehen- 
sive review of the published cases (only 29) with a 
report of 3 additional ones. The most useful con- 
clusion arrived at by the author is that there is 
little evidence to support the view that pregnancy 
should be interrupted in the course of this disease; 
nor, in the presence of other medical or obstetrical 
indications for interruptions, does Hodgkin’s 
disease constitute a contra-indication. It does not 
appear to affect ovulation, fertility, abortion rate, 
or haemorrhage before or after delivery. In 3 cases 
the disease appeared to be transmitted through the 
placenta to the foetus, but in only 2 of them was 
this proved, and the statement that in 9 per cent 
of reported cases the disease was transmitted to the 
foetus must be treated with reserve. No effect of 
injury to the foetus from irradiation, provided 
proper shielding was employed, was reported. 

[The scarcity of the published cases is a measure 
of the need for such a review, and obstetricians 
with a similar problem will be repaid by study of 
the original article; however, the conclusions arrived 
at, though helpful, are based on very small 
numbers. A. F. Anderson 


2319. Pregnancy in Thyrotoxicosis Under Treat- 
ment with Thiouracil. 

By W. C. Acton and J. D. Cotrrett. Canad. 
med, Ass. J., 61, 27-29, July 1949. 9 refs. ‘ 


2320. The Postural Pains of Pregnancy. Part I— 
Parietal Neuralgia of Pregnancy. 

By L. F. BusHnett. West. J. Surg. Obstet. 
Gynec., 57, 123-127, Mar. 1949. 5 figs., 32 refs. 
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Under the name of “‘ parietal neuralgia of preg- 
nancy ’’ the author describes a type of abdominal 
wall pain occurring during pregnancy which is 
stated to arise from nerve root irritation. The con- 
dition is characterized by a segmental distribution 
of pain, tenderness, and superficial hyperaesthesia 
throughout the area supplied by the affected nerve. 
Irritation of the nerve roots is said to result from 
the characteristic posture—the ‘‘ pride of preg- 
nancy ’’—adopted by the pregnant woman which, 
it is claimed, causes definite ligamentous and bony 
change of the foramina through which the nerves 
pass, while muscular spasm results from changes in 
the normal stresses and strains on ligamentous and 
muscular attachments in the paravertebral area. 
The author believes that trauma to the emerging 
nerve roots arises in this way, affecting most com- 
monly the ilio-inguinal and iliohypogastric nerves. 
The condition must be differentiated from appen- 
dicitis, urinary disease, adnexal lesions, localized 
intestinal lesions, hernia, sacro-iliac strain, tabes 
dorsalis, and cord tumours. The limitation of 
tenderness and increased skin sensitivity to the area 
of distribution to the affected nerve, together with 
the relief of pain by suitable treatment, assist in 
the diagnosis. The treatment recommended is to 
correct the lumbar lordosis and for this purpose the 
patient lies on her back with hips and knees flexed 
to a right-angle and heels supported on a low table. 
This position is assumed 4 times daily for 20 
minutes while the pain lasts. Procaine infiltration 
of the nerve roots may also be used. Emphasis is 
laid on the faulty posture adopted so frequently 
by women to-day, which is exaggerated in preg- 
nancy. Symptoms may be prevented by teaching 
patients to maintain good posture throughout preg- 
nancy. [The author does not, however, state what 
advice on posture he gives to his patients to prevent 
symptoms arising. The syndrome is not clearly des- 
cribed and no indication is given of its severity or 
the frequency of its occurrence. ] 

C. J. Dewhurst 


2321. The Process of Gestation and its Effect on 
Idiopathic Epilepsy. (Gestationsvorginge und genuine 
Epilepsie. ) 

By J. HirscHmMann. Dtsch. med. Wschr., 74, 
II10-1112, Sept. 16, 1949. 


2322. Pathogenesis of Apoplexy in Pregnancy. 
(Sulla pastogenesi dell’apoplessia in gravidanza.) 

By D. Guerarvbucci. Riv. Neurol., 19, 311-327, 
May-June, 1948, 18 refs. 


2323. Penicillin Syphilotherapy Administered Prior 
to Pregnancy. A Study of 111 Pregnancies During 


Which Additional Antisyphilitic Treatment was With- 
held. 
By H. A. Tucker. 
Jan. 1949. 6 refs. 
The author reports 111 pregnancies in 88 women 
in which no treatment for syphilis was given during 


Amer. J. Syph., 33, 1-7, 
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pregnancy; 72 of the patients had primary or 
secondary syphilis, and the remainder latent or 
early asymptomatic neurosyphilis. The majority 
received 3,000,000 units of aqueous penicillin every 


2 or 3 hours for 74% to 15 days. At the time of- 


delivery 30 mothers were serum-positive. There 
was only one congenitally syphilitic child born, 
giving an incidence of 0.9 per cent. It is concluded 
that giving penicillin in excess of 2,400,000 units 
to a syphilitic woman, whether pregnant or not, 
with satisfactory response, is sufficient to guarantee 
healthy offspring in subsequent pregnancies, pro- 
vided relapse or re-infection does not occur, Each 
patient should be observed monthly throughout 
every pregnancy, in order that re-treatment may 
be given promptly in the event of a positive serum 
reaction, serum resistance in high titre, clinical 
relapse, or re-infection. In the author’s experience 
the incidence of infantile congenital syphilis has 
already been reduced to a fraction of that seen 
before the advent of penicillin. 

[It is open to question whether re-treatment 
should be withheld at a stage of syphilis when the 
relapse rate after optimum treatment may be as 
high as 10 per cent. ] C. W. Csonka 


2324. Clinical and Statistical Data on Syphilis in 
Post-war Obstetrics. (Rilievi clinico-statistici sulla 
sifilide in campo ostetrico nel dopoguerra. ) 

By B. Maaarrimto. Ginecologia, Torino, 15, 
241-243, June 1949. 26 refs. 


2325. The Tuberculosis Problem in the Pregnant 
Mother and her Contacts. (Problem gruzlicy kobiety 
ciezarnej i jej otoczenia.) 

By F. Repticu. Pediat. polsk., 22, 513-515, 
1948, 


2326. Oedema in Pregnant Women with Intestinal 
Parasitic Infestation. (Edemas en las embarazadas con 
parasitosis intestinal.) 

By F. P. Acosta. Rev. méd.-quinirg. Oriente, 
10, 123-130, June, 1949. 3 refs. 


2327. A Statistical and Clinical Review of 107 Cases 
of Ectopic Gestation. 

By J. S. MacVine and D. H. Lees. Brit. med. 
J., 1, 263-266, Feb. 12, 1949. 13 refs. 

The authors review the recent literature on 
ectopic gestation, and analyze 107 cases treated at 
the Central Middlesex Hospital, London, in a to- 
year period. One death—a mortality-rate of 0.93 
per cent—-occurred in the series. 

Little evidence of previous pelvic inflammation 
was found at the time of operation. There was a 
history of a previous abdominal operation in 16 
cases, and 6 patients had had a previous ectopic 
gestation. Other factors, such as cystic ovaries or 
fibroids, giving rise to distortion of the Fallopian 
tube were found in 22. Definite transmigration of 
the ovum was noted once, in a case where the ovary 
had been removed on one side and the tube on the 
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other. There were 2 cases of ovarian pregnancy, 

Three types are described on the basis of Dougal’s 
classification: Type 1 (29 cases), where the ovum 
was still in the tube with little or no haemorrhage; 
Type 2 (48 cases), where there was tubal rupture 
or abortion with diffuse intraperitoneal haemor- 
rhage; and Type 3 (28 cases), where there was tubal 
rupture or abortion with haematocele formation. 
| These figures add up to 105.| The authors stress 
the importance of a carefully taken history in mak- 
ing the correct diagnosis. 

Treatment was along conventional lines. Con- 
servation of the ovary, as stressed by Dodds, was 
practised wherever possible. [In the summary of 
treatment the number of cases totals 114.] Blood 
transfusion was employed in 41 cases, 

C. G. Nairn 


2328. Some Experiences with Extra-uterine Preg- 
nancy. (Erfahrungen bei der Extrauterin-graviditit.) 

By H. Doerr. Med. Klinik., 44, 1087-1089, Aug. 
26, 1949. 


2329. Unusual Evolution of a Case of Ectopic Preg- 
nancy Incorrectly Treated by Aburel’s Method. (Rara 
evolucién de un embarazo ectopico tratado erronea- 
mente por el metodo de Aburel.) 

By I. Botta and C. E. DE La Cotina. Obstet. 
Ginec. lat.-amer., 7, 190-192, May 1949. 1 fig. 


2330. Ectopic Pregnancy. I. With Special Reference 
to Abdominal Pregnancy. 

By J. JarcHo. Amer. J. Surg., 77, 273-313, Mar. 
1949. 22 figs. 

This article consists principally of an extensive 
review of the literature on ectopic pregnancy. The 
subject is considered under the headings of history, 
comparative anatomy, incidence, aetiology, 
symptoms and physical findings, differential diag- 
nosis, and pathology. Four types of ectopic preg- 
nancy are described, depending on the site of the 
pregnancy at the time of diagnosis. These are 
tubal, abdominal, ovarian, and cervical. The 
clinical signs, diagnosis, and pathology in each 
group are discussed in detail and special mention is 
made of primary and secondary abdominal preg- 
nancy. 

Reference is made to a series of 173 cases of 
ectopic pregnancy admitted to the Sydenham 
Hospital, New York, during the period 1934-1947, 
and data of incidence, clinical investigations, and 
differential diagnosis are tabulated. Histological 
examination was made in 129 cases in an effort to 
determine the aetiology. Acute salpingitis was 
present in 3.1 per cent and chronic salpingitis in 
38.8 per cent; a further 10.9 per cent had both acute 
and chronic salpingitis. Gonorrhoea was respon- 
sible for many of the cases of chronic salpingitis. 
[No figures are given.] Relative sterility, due to 
pelvic inflammation after a previous preguancy, is 
considered also to be an aetiological factor, 20 per 
cent of patients having a period of relative sterility 
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varying from 3 to 17 years. Previous pelvic and 
abdominal operations and previous abortions are 
also important causes; they were recorded in 19.7 
per cent and 31.8 per cent of cases respectively. 
The author suggests that pelvic endometriosis is a 
cause of primary abdominal pregnancy. 
Amenorrhoea was present in 73 per cent of cases, 
abdominal pain in 88.4 per cent, and vaginal bleed- 
ing in 73 per cent. Faintness was less common, 
being recorded in 47 per cent. Decidual casts were 
passed by 9.2 per cent only, while urinary 
symptoms and abdominal masses were even less 
frequent. The site of the pregnancy was deter- 
mined in 159 cases. Tubal pregnancies accounted 
for 9.1 per cent, abdominal 5.7 per cent, cornual 
1.3 per cent, tubo-ovarian 1.3 per cent, and preg- 
nancy in a rudimentary horn 0.6 per cent of cases. 
Recurrent ectopic pregnancy was recorded in 1.73 
per cent; it is presumed that this was due to the 
same cause operating in both Fallopian tubes. 
Margaret C.S. Binnie 


2331. Ectopic Pregnancy. II. With Special Refer- 
ence to Abdominal Pregnancy. 

By J. JarcHo. Amer. J. Surg.,77, 423-455, Apr. 
1949. 22 figs., bibliography. 

In the second part of this article, the author 
discusses the treatment and mortality-rate of 
ectopic pregnancy and concludes his review of the 
literature. 

Immediate operation is advised when an early 
ectopic pregnancy has been diagnosed, and the 
importance of adequate intravenous infusion of 
whole blood, plasma, or glucose-saline solution is 
emphasized. In this series of 173 cases 73.3 per 
cent of patients were given intravenous fluids 
during operation. The fluids should be given slowly 
until the abdomen is opened and the blood vessels 
are clamped, when the rate can be increased with 
safety. Blood clots are removed from the abdo- 
minal cavity but free blood is left. Complete re- 
moval of the affected Fallopian tube is recommen- 
ded except where the patient is childless and the 
other tube has been removed previously. 

Postponement of operation may be considered in 
advanced abdominal pregnancy, provided that the 
woman is willing to remain under supervision in 
hospital. It should not be delayed beyond the 36th 
week as there is an increased risk of maternal com- 
plications after this time. Congenital abnormalities 
are common and the infant mortality-rate is high; 
these points should be considered when deciding 
whether or not to postpone operation. 

In this series 20.2 per cent of patients had 
additional surgical treatment at the time of opera- 
tion, but where there is risk of haemorrhage or 
sepsis this is not advisable. Post-operative com- 
plications occurred in 9.8 per cent of all cases and 
in 11.4 per cent of those having concomitant 
operations. The mortality rate was 2.9 per cent, 
the causes of death being paralytic ileus, hepato- 


1097 


renal syndrome, peritonitis, and haemorrhage (2 
cases). The 5 fatal cases are reported in detail. 
Secondary abdominal pregnancy was present in one 
of these cases. 

Detailed case reports are also given of 4 cases of 
tubal pregnancy and of 5 cases of abdominal preg- 
nancy. One of the latter is of special interest 
because a live child with bilateral calcaneus valgus 
and congenital dislocation of the hips was delivered 
at term. The deformities were treated by an ortho- 
paedic surgeon and the child was both mentally and 
physically well developed at the age of 3 years. 

Margaret C.S. Binnie 


2332. Abdominal Pregnancy: A Case Report. 
By R. A. GANpy and R. A. CoLMers. Conn. med. 
J., 13, 630-632, July 1949. 2 figs. 


2333. A Case of Full-Term Abdominal Pregnancy. 

By H. AuMep. Indian med. Gaz., 84, 200, May 
1949. 1 fig. 

2334. A Case of Abdominal Pregnancy Secondary to 
Rupture of a Rudimentary Uterine Cornu. 

By S. T. GarBeR and R. W. Kistner. Ohio 
St. med. ]., 45, 700-701, July 1949. 2 figs., 3 refs. 

2335. Advanced Abdominal Pregnancy. 

By C. G. Wicuser. New Orleans med Surg. J. 
102, 70-71, Aug. 1949. 4 refs. 

2336. Cornual Pregnancy. 


By R. G. KrisHnamM. J. Obstet. Gynaec., 
Lahore, 9, 97-101, Dec. 1948. 4 refs. 


2337. A Clinical Survey of 113 Consecutive Cases of 
Tubal Pregnancy. 

By S. Way. jf. int. Coll. Surg., 12, 550-555. 
July-Aug., 1949. 

2338. Ovarian Pregnancy. 

By A. H. Barser. Lancet, 2, 416-417, Sept. 3, 
1949. 3 refs. 


LABOUR. 


2339. A Critical Study of the Results of Labour in 


Institutions. (Eine kritische Betrachtung der Ergeb- 
nisse von Anstaltgeburten. ) 

By H. TuscHer. Geburtsh. Frauenheilk, 9, 
660-666, Sept. 1949. 10 refs. 


2340. For and Against Institutional Midwifery. 
By J.S. Locan. J. R. sanit. Inst., 69, 496-502, 
Sept. 1949. 


2341. 5,000 Consecutive Deliveries without a 
Maternal Death due to Pregnancy. 

By N. Emsiin. Brit. med. J., 1, 260-263, Feb. 
12, 1949. 4 refs. 

The author reviews 5,000 consecutive deliveries 
after the twenty-eighth week of pregnancy dealt 
with by the Halifax Municipal Obstetvic Service 
between September 12, 1946, and October 5, 1948. 
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The series was started after a maternal death from 
pulmonary embolism, and was still continuing at 
the time of writing. There was no maternal death 
due to pregnancy, though one patient died of 
myeloblastic leukaemia. [No details are given, but 
there is a suggestion in a later part of the paper 
that death may have been accelerated by post- 
partum haemorrhage. | 

Of the 5,000 deliveries, 4,205 were carried out in 
hospital and 795 by the domiciliary service. For the 
whole series there was a forceps rate of 4.16 per cent, 
and a Caesarean-section rate of 1.98 per cent. 
Manual removal of the placenta was undertaken on 
21 occasions, or once in every 238 deliveries. Four 
cases of eclampsia occurred, and in all 4 live infant 
was delivered and survived. There was a stillbirth 
rate of 23.07 per 1,000 live births, and a neonatal 
death rate of 11.91 per 1,000. These compare 
favourably with the latest national figures for 1946 
of 27 per 1,000 and 22 per 1,000 respectively. The 
causes of stillbirth and neonatal death are analyzed. 

A brief out'ine is given of the major complica- 
tions, the choice of sedatives and anaesthetics, and 
the management of the puerperium. Oxytocics were 
not used routinely in the third stage, but were used 
prophylactically in conditions where haemorrhage 
might be anticipated. Where the placenta was not 
delivered in half an hour, or there was excess loss, 
‘* pitocin ’’ 1 ml. was given intramuscularly, or, if 
the loss was heavy and the uterus atonic, ergome- 
trine 0.25 mg. intravenously was substituted. No 
difficulty in subsequent manual removal has been 
encountered. As regards the puerperium, early 
ambulation was not encouraged, though active 
movements and breathing exercises were practised. 

[The results are very creditab'e, as Halifax pre- 
viously occupied an unenviable position in the 
Ministry of Health Report on Maternal Mortality, 
1937, and the report of the Royal College of 
Obstetricians and Gynaecologists, 1944. ] 

C. G. Nairn 


2342. Studies on the Question of the Influence of 
Time of Day, Moon, and Weather on Onset of Labour. 
(Untersuchung zur Frage tagesperiodischer, lunarer 
meteorobiologischer Einfliisse den Wehen- 
beginn.) 

By K. Worster. Zbl. Gyndk., 71, 159-168, 
1949. 27 refs. 


2343. Premonitory Symptoms of Labour. (Symp- 
tomes avant-coureurs de l’accouchement.) 

By M. Lecomte. Sem. Hép. Paris, 25, 2360- 
2361, July 26, 1949. 2 refs. 


2344. Shortened and Painless Labour. 
abreviado e indoloro.) 

By A. Narcta Ruiz. Obstet. Ginec. lat.-amer., 
6, 645-653, Dec. 1948. 13 refs. 


(Parto 


Since the author first began to practise obstetrics 
his chief preoccupation has been to reduce the pain 
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of, and to diminish the length of, labour, He quotes 
work of other authors which has helped him to 
evolve his own method of accelerated paiuless 
labour. He describes his method and gives the 
results in 120 cases. He believes in psychotherapy 
as an adjunct to the management of labour, 
Induction where required is by castor oil. Calcium 
and quinine are given in the early stages of labour; 
later, 2 units of posterior pituitary extract are given 
hourly. At a still later stage, ‘‘ thymophysin ’’ is 
given, combined with pethidine and, if the contrac- 
tions become violent, they are controlled by giving 
a general anaesthetic intermittently with the con- 
tractions. [The composition of the general anaes- 
thetic used is not stated.] He believes in complet- 
ing the final stages of dilation of the cervix by 
digital dilatation. Episiotomy is performed where 
necessary. The method is considered only suitable 
for a well-equipped hospital, where oxygen therapy 
is available. It is unsuitable for general practice or 
for midwives. No foetus or mother died in this 
series of 120 cases. There was one case of rupture 
of the cervix after forceps delivery and 7 cases of 
foetal asphyxia. 

[The use of posterior pituitary extract in normal 
labour is still in the experimental stage, In this 
small series of cases it has not been shown to what 
extent labour was hastened or the suffering of the 
mother diminished. The method is obviously suit- 
able only for the highly trained obstetric specialist, 
equipped with every facility to deal with a grave 
emergency, and cannot be recommended as of 
universal value. In fact, it would appear to lead 
only to unnecessary interference with what should 
be a physiological event. | Josephine Barnes 


2345. Some Data on the Internal Examination of 
Women in Labour. [In Russian.] 

By S. G. LipManovicu. Akush, Ginek., No. 1, 
21-27, 1949. 

A thoughtful comparison is made of the relative 
value and effects of rectal and vaginal examinations 
during labour, supported by detailed statistical 
analysis of the course of labour and puerperium in 
a series of cases of each kind of examination. The 
author concludes that vaginal eximination gives 
more accurately the desired information, and is no 
more dangerous (from the point of view of the 
occurrence of complications) than rectal examira- 
tion. Nicolas Tereshchenko 


2346. A Method of Conduct of Labour without 
Flexing the Head or Protecting the Perineum. 

By I. S. Smirnov. Akush. Ginek., No. 2, 27-32, 
1949. 


In this method of conducting labour the midwife 
should control the breathing and straining of the 
patient. While standing beside the patient, who 
lies on her back, the midwife merely observes the 
labour until occipital and frontal swe'lings of the 


fo 
re 
pe 
4 th 
w 
pé 
pt 
sti 
3 by 
in 
al: 
m 
m 
an 
les 
Pe 
19 
ou 
th 
for 
ea 
Set 
an 
pa 
on 
str 
ie ou 
an 
us 
a fol 
Th 
th 
to 
qu 
in 
su) 
of 
cre 
cel 
fin 
tez 
du 
wit 
Ru 
192 


REVIEW OF CURRENT LITERATURE 


foetal head appear in the vulva. The midwife then 
retracts the overlapping walls of the vulva (between 
pains) and, with a sliding movement of the hand 
while the patient bears down voluntarily, releases 
the foetal head from the vulva. 

The results in 1,122 consecutive deliveries during 
which the perineum was not protected are com- 
pared with those in 1,000 deliveries in which the 
perineum received routine support. The second 
stage of labour was shorter in the former group, 
by 20 per cent. in primiparae and by 25 per cent. 
in multiparae. The incidence of foetal injury was 
also decreased in the former group; cephalhaemato- 
mata were practically never seen. The foetal 
mortality rate was halved among mature infants 
and greatly lowered among premature infants. The 
number of the babies born in asphyxia was 3 times 
less in the former group than in the latter one. 

E. W. Collis 


2347. Conduct of Labour Without Protection of the 
Perineum. [In Russian. | 

By S. A. Frarman. Akush. Ginek., No. 2, 32-35, 
1949. 

The results of 3,500 consecutive deliveries with- 
out protection of the perineum are compared with 
those in 3,000 labours carried out as usual. In the 
former group the foetal heart is auscultated after 
each labour pain, and continuously during the 
second stage. With the patient in a lateral position 
and the midwife behind her, while the head is 
passing through the perineum the midwife covers 
only the rectum and controls the breathing and 
straining of the patient. When the foetal head is 
out of the vulva the patient may lie on her back, 
and labour, if desired, may then be conducted as 
usual. 

The advantages in the group of women whose 
perineum was not protected are summarized as 
follows: (1) The puerperium is less eventful. (2) 
The incidence of foetal injury is greatly reduced, 
the number of cephalhaematomata being reduced 
to one-third, of intracranial haemorrhages to one- 
quarter, and of cases of asphyxia to one-half that 
in the group of women in whom the perineum was 
supported. (3) Foetal morta'ity is reduced to one- 
seventh the usual figure and even among the group 
of babies born with clinical symptoms of intra- 
cranial haemorrhage the mortality rate is 1.47 per 
cent less than in the group whose mothers were con- 
fined with perineal support. The only noticed dis- 
advantage is an increase in the incidence of perineal] 
tears in primiparae. Supporting the perineum 
during labour therefore seems to be of doubtful 
value. E. W. Collis 


2348. Comparative data on the Conduct of Labour 
with and without Protection of the Perineum. 
Russian. ] 


By R. L. Zax. Akush. Ginek., No. 2, 35-40, 
1949. 


{In 


_ The results of 3,000 consecutive labours (1,458 
in primiparae and 1,542 in multiparae) with 
protection of the perineum are compared with those 
in 2,600 (1,258 in primiparae and 1,342 in multi- 
parae) in which the patient’s perineum was not 
protected. The points of comparison were perineal 
tears, intra-uterine foetal mortality, puerperium, 
and postnatal foetal mortality. All the deliveries 
were carried out in the presence of an obstetrician 
though conducted by a midwife. 

It was found that the number of perineal tears was 
greater (1.7 per cent) in the group of women with 
a non-protected perineum, Younger primiparae 
were less affected than elderly ones and the former 
significantly more than multiparae. There was con- 
siderable decrease in the figure for intra-uterine 
foetal mortality. Thus in the non-protected group 
stillbirth occurred in 0.08 per cent of cases whereas 
in the protected group the rate was 0.6 per cent (7.5 
times greater). Intracranial foetal haemorrhages 
were observed in 0.08 per cent of the non-protected 
group compared with 0.28 per cent of the protected 
one (3.5 times greater). The postnatal foetal 
mortality rate in the former group was 0.65 per 
cent whereas in the protected group it was 1.4 per 
cent (2.15 times greater). It is considered that these 
differences are statistically significant. 

E. W. Collis 


Separation of the Symphysis Pubis in 


2349. 
(Rozestup spony stydké pri 


Spontaneous Deliveries. 
spontannich porodech.) 

By E. Jetmnex. Cas. Lék. €es., 88, 915-922, Aug. 
12, 1949. 8 figs., 32 refs. 


2350. The Urinary Bladder During Labor. 

By H. I. Kantor, J. E. MILLER, and J. C. 
Duniap. Amer. J. Obstet. Gynec., 58, 354-365, 
Aug., 1949. 13 figs., 10 refs. 


2351. Induction of Labour with Quinine and 
“* Thymophysin ”’ in Prolongation of Pregnancy and in 
Premature Rupture of Membranes. (Geburtseinleitung 
mit Chinin-Thymophysin bei Uebertragung und bei 
vorzeitigem Blasensprung. ) 

By A. ARNOLD. Gynaecologia, Basel, 127, 65-84, 
Feb. 1949. 31 refs. 

The author considers the various factors which 
are commonly involved in the diagnosis of post- 
maturity. The date of conception is so rarely known 
that it is of little value. The date of the last men- 
strual period may be inaccurate, and irregularities 
of menstruation add to the inexactness. Measure- 
ment of the girth of the abdomen and of the fundus- 
symphysis distance is believed by some observers to 
be helpful. Balbi states that there is an increase in 
these measurements in the last 2 or 3 weeks of preg- 
nancy in 70 per cent of cases, but in the remaining 
30 per cent there is either no increase or a decrease; 
in postmature cases there is no general increase in 
the girth after term. The author’s findings on these 
points were inconclusive. A loss in weight of 1 kg. 
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is said to occur in the 3 days before labour is due, 
but the author cou!d not confirm this; of 16 cases, 
in 5 there was an increase, in 2 weight remained 
stationary, and in 5 there was a decrease. The 
diagnosis of postmaturity can never be made with 
certainty after delivery as there is little difference 
in weight between mature and postmature babies. 
The overweight baby is rarely postmature. Equally 
uncertain is the diagnosis of postmaturity by the 
length of the baby. Although no one factor is 
reliable, a fair degree of accuracy may be attained 
when several factors are taken into consideration. 

The author discusses 100 consecutive cases of 
possible postmaturity. Labour was induced by 
giving castor oil, an enema, quinine, and “‘ thymo- 
physin ’’; 57 went into labour after one induction 
and 14 more after further inductions. Of the 
remaining 28, 21 subsequently went into labour 
spontaneously, 4 had artificial rupture of the mem- 
branes, and 3 were delivered by Caesarean section. 
Induction was complicated by tetanic contractions 
of the uterus in 2 cases and decreases in foetal 
heart rate in 3 cases, but these 5 babies were born 
alive. The foetal death rate was 7 per cent, and 
the only cause appeared to be postmaturity. 

Failure to induce labour by medical means is 
frequently considered to indicate that the pregnancy 
is not postmature. The author believes that this 
statement is not correct; if it were, the number of 
successful inductions should increase with prolonga- 
tion of pregnancy. He gives two tables showing the 
relation between the results of induction and the 
duration of pregnancy, and the relation between the 
results of induction and the length of the foetus. 
Induction was most often successful when the foetus 
was 12 to 21 days postmature, and least likely to 
be successful when 32 to 41 days postmature; 
induction was more often successful when the foetal 
length was 48 to 52 cm. than when it was 52.5 to 

9 cm. 

Finally, the author compares the use of quinine- 
thymophysin with that of ‘‘ partergin ’’ (methyler- 
gometrine) in cases of postmaturity and early 
rupture of the membranes; there was a higher per- 
centage of success with fewer complications by the 
former method. Gladys Dodds 


2352. Unusually Large Amounts of Pitocin for the 
Induction of Labour. 

By R. R. Gratron. West. J. Surg. Obstet. 
Gynec., 57, 84-87, Feb. 1949. 10 refs. 
' The author reports 1,323 cases of induction of 
labour in the Department of Obstetrics and 
Gynecology, Stamford University. These occurred 
among a total of 6,155 deliveries ‘‘ on the private 
service ’’ of the hospital. It is claimed that 1,211 
(92 per cent) apparently responded to the induction. 
The amounts of ‘‘ pitocin’’ given were large and 
exceeded 2 ml. (20 units) during a single induction 
in many cases. The exact technique is given in 
detail. Tables of results show maternal deaths, 
maternal morbidity, and foetal deaths in cases of 
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induction and in controls. Details of 12 foetal 
deaths in pitocin-induced labours are given. All 
the results quoted in cases of induction compare 
favourably with those in controls. 

The author discusses 201 consecutive cases in 
rather more detail. Only 162 (81 per cent) of these 
patiients went into labour, and 39 (19 per cent) were 
dismissed from the hospital after one or more succes- 
sive attempts at induction had failed; in 186 cases 
pregnancy was said to beat term. The 201 patients 
underwent 308 attempts at induction on one or 
more successive days. There were 5 foetal deaths 
in this group of 201 cases, and in 3 of these the 
pitocin induction may have contributed to foetal 
death. The author is of the opinion that the use of 
pitocin in doses of 2 ml. or more in the course of 
induction does not increase the maternal or foetal 
mortality. 

[ Table IIT does not represent a true statement of 
the effect of induction in the 201 cases considered. 
In all cases where two or more courses were given, 
induction must be considered to have failed after 
one course. The 95 successes after one course, 
therefore, give a percentage of success of 47 per cent 
and not of 87 per cent as stated. Table III should 
read: 


| | Per- Dis- 
No. | centage charged— 
Courses} of (|Succes- | Failures of Induc- 
Induc-| ses Success. tion not 
tions % Repeated 
I 20I | 95 | 106 47 | 14 
2 92 57 35 62 22 
3 13 9 4 69 {| 3 
4 I oO I —- | — 
5 I I o — | — 


These figures do not show any advantage for the 
technique described by the author over that 
normally practised in Britain. } C. G. Nairn 


2353. Treatment of Premature Rupture of the 


Membranes. (Zur Therapie des vorzeitigen Blasen- 
sprungs.) 
By W. Wor. Geburtsh. Frauenheilk., 9, 469- 


473, July 1949. 


2354. Spontaneous Haematoma of the Abdominal 
Wall at the Beginning of Labour. Hematoma espon- 
taneo da parede abdominal no inico do trabalho de 
parto.) 

By C. R. Fernanpes. Rev. portug. Obstet. 
Ginec. Cir., 2, 160-161, May-June 1949. 


2355. An Attempt to Diminish Muscle Resistance 
during Labour by Use of ‘‘ Myanesin.”? (Essai de 
diminution des résistances musculaires au cours du 
travail par l’emploi d’un faux curarisant de synthése.) 

By M. Lacomme and D. Mayacos. Gynéc. et 


Obstét., 1, Suppl. 1, 20-22, 1949. 4 refs. 
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The authors have used a synthetic agent, ‘‘ cres- 
oxydiol’’ (myanesin), to reproduce the action of 
curare in the course of normal labour. Intra- 
venous injections, which should be made slowly, 
of 50 to 100 mg. per kg. body weight were given. 
No trouble was experienced with either mothers or 
babies. The authors conclude that administration 
of this substance shortens the duration of the 
second stage, may obviate the need for forceps 
delivery in certain cases, facilitate certain operative 
procedures, and diminishes the risk of seriously 
tearing the perineum. With the dose used it was 
found that the action of the uterine muscle and 
the expulsive action of the secondary muscles were 
unaffected. The muscular resistance of the per- 
ineum was completely abolished 

Josephine Barnes 


2356. Factors Influencing Successful Posterior 
Pituitary Treatment of Functional Uterine Dystocia 
with Particular Consideration of its Intravenous 
Administration. 

By L. M. Hettman. Amer. J. Obstet. Gynec., 
57, 364-369, Feb. 1949. 5 refs. 

In 4o1 cases of uterine inertia treated at Johns 
Hopkins Hospital with intermittent small intra- 
muscular doses of pituitary extract, failure to 
achieve easy delivery occurred in 11.7 per cent. 
The initial dose was limited to 1 minim (0.06 ml.), 
and thereafter 0.5 minim (0.03 ml.) was given at 
intervals of not less than 30 minutes; sometimes 
the injections were increased to 2 minims (0.12 
ml.), depending on the response. All patients had 
clinically normal pelves, and in many this was 
confirmed by X-ray pelvimetry. 

In 354 cases treatment was regarded as being 
successful, in that full dilatation of the cervix 
occurred and was followed by spontaneous or easy 
forceps delivery, with a foetal mortality of 3.1 per 
cent, which is close to the average in that clinic. 
In 47 cases it was unsuccessful, and Caesarean 
section or difficult forceps delivery became neces- 
sary, with a foetal mortality of 15.9 per cent. The 
outcome of this type of therapy does not appear 
to be influenced by age or parity, but the authors 
do not consider it wise to use it in highly parous 
or elderly individuals, the only ruptured uterus 
having occurred in a 44-year-old 8-para. Labour 
lasted 30 hours or more before treatment was 
given in a greater percentage of unsuccessful cases 
than in the successful group. A factor of import- 
ance in the outcome was the position of the foetal 
head, as in 23.4 per cent of unsuccessful cases the 
head was higher than two fingerbreadths above 
the spines, while this occurred in only 6.78 per 
cent of successful cases. Dilatation of the cervix 
at the beginning of treatment did not appear to 
be significant. Patients receiving some form of 
analgesia appeared to do better than those with- 
out. Pituitrin in a solution of 0.5 minim (0.03 ml.) 


to 50 ml. of normal or 5 per cent glucose saline 
was given intravenously at the rate of 50 ml. for 


the first half-hour and too ml. per half-hour there- 
after to 41 patients, with a successful result in 36 
cases and no foetal mortality. 
[A larger series of cases treated by this method 
is now required to confirm these good results. | 
Mary Pollock 


2357- Action of Vitamin B, on Uterine Contraction. 
{In Russian. ] 

By S. S. ZILBeRMAN. Akush. Ginec. No. 1, 27- 
30, 1949. 

Experimentally, large doses of vitamin B 
increase significantly the strength of contraction 
of the uterine muscle in pregnant laboratory 
animals (guinea-pigs, cats, white mice, and rats). 
Smaller doses (less than to mg. of aneurin) in- 
crease the tone of the uterine muscle without 
increasing the strength of contraction. The effect 
on the frequency of contraction is not marked. 

Nicolas Tereshchenko 


2358. Oxytocics in Labor. 
By A. GoLpven. Amer. J. Surg, 78, 229-230, 
Aug. 1949. 


2359. Curare in the Expulsive Period of Labour. 
(Il curaro nel periodo espulsivo del parto.) 

By A. Zampont. Policlinico, sez. prat., 56, 
797-798, July 4, 1949. 


2360. Action of Tincture of Vanilla on Uterine Con- 
traction. (Action de la teinture de vanille sur la 
contraction utérine.) 

By M. Gacnier. Sem. Hép. Paris, 25, 2361- 
2363, July 26, 1949. 


2361. A New Treatment for Contraction Ring of 
the Cervix. [In English.] 

By A. Bartovatz. Gynaecologia, Basel, 128, 
145-149, Aug. 1949. 3 refs. 


2362. Constriction Ring Dystocia. [In English.] 
By D. Prytz. Acta psychiat., Kbh., 24, 645- 
651, 1949. 11 refs. 


2263. On Acquired Vaginal Atresias, Resultant Par- 
turition Difficulties, and Treatment. [In English.] 

By A. Prutamaa. Acta obstet. gynec. scand., 
29, 47-69 1949. 3 figs., 4o refs. 

The author describes 4 cases of acquired vaginal 
atresia treated at the Women’s Clinic of the Uni- 
versity of Helsinki between 1936 and 1946. The 
diagnosis was made during pregnancy in 3 of these, 
and 2 years after pregnancy in the fourth. Atresia 
in the first case was the result of an attempt to 
induce abortion; in the second it was a sequel to 
violation in childhood; and in the third the cause 
was unknown, but the condition was thought to 
be the result of an attempt to interrupt pregnancy. 
In all 3 pregnant patients delivery was effected by 
Caesarean section. A manual dilatation of the 
vagina was performed during pregnancy in one 
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case, but the result was not considered good 
enough to allow of vaginal delivery and no further 
treatment was carried out. In the others, however, 
an attempt was made to canalize the vagina, A 
rubber tube was passed through the stricture from 
the uterine cavity in one, but after its removal 
cicatrization occurred and eventually a_ plastic 
operation was carried out with satisfactory result. 
The other did not discharge lochia after the Caesar- 
ean section and a puncture was made from the 
vagina into the uterine cavity. This was appar- 
ently successful, but menstruation was not subse- 
quently established and 12 years later further 
operative treatment was undertaken. It was then 
found that an abdominal tumour was present, 
separated from the upper vagina by a block of 
tissue 1 cm. thick. A connexion was established 
between the two and 2 to 3 litres of tarry fluid 
drained. Infection supervened and total hysterec- 
tomy was performed 4 months later. In the fourth 
case the vaginal atresia developed after manual 
removal of the placenta 2 years previously. A 
haematocolpos arose which was drained per 
vaginam after dilatation of the atresic vagina. 
The author discourses at length on the aetiology 
of vaginal atresia and concludes that in the 
majority of cases encountered during the period 
of reproductive activity the atresia has been ac- 
quired. The important diagnostic features are 
amenorrhoea, local symptoms, presence of a reten- 
tion tumour, and difficulty of coitus. He advocates 
incision in cases where the obstruction is mem- 
branous, excision of thin cicatricial tissue, and 
Caesarean section and canalization of the vagina 
at operation in cases diagnosed during pregnancy. 
The Porro operation is advised by the author in 
cases of complete atresia. E. L. Nicolson 


2364. Labour Complicated by Cervical Atresia. 
By F. D. Wanamaker. Canad. med. Ass. J., 
61, 61-62, July 1949. 3 refs. 


‘ 2365. The Floating Fetal Head in the Primipara at 
Term. 

By E. S. Aver and J. M. Simmons. Amer, J. 
Obstet. Gynec., 58, 291-298, Aug. 1949. Io refs. 


2366. Clinical Features of High Direct Cephalic Pre- 
sentation. [In Russian. ] 

By Z. M. ZAHAROVA. 
18, 1949. 

The rare direct cephalic presentation occurred 
twenty times in a series of 28965 consecutive 
labours (that is, in 0.069 per cent). Of these cases 
9 were in the occipito-pubic (O.P.) and 11 in the 
occipito-sacral (O.S.) position. Some 173 further 
cases of this unusual presentation have been col- 
lected by the author from the literature, 91 being 
occipito-pubic and 82 occipito-sacral. Of the cases 
reported previously, 48 were delivered spontan- 
eously (27.7 per cent), 25 were delivered after 
manual correction of the presentation (14.5 per 


Akush. Ginek., No. 1, 14- 
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cent), 75 were delivered by high forceps applica- 
tion (43.4 per cent), 9 underwent craniotomy (5.2 
per cent), and 16 were subjected to Caesarean 
section (9.2 per cent). Live births occurred in 157 
of these 173 cases (90.6 per cent). Although pelvic 
deformity, especially in the presence of dispropor- 
tion, is supposed to be the main aetiological factor, 
no case report has been published of this presenta- 
tion having occurred more than once in the same 
patient. Of the author’s own cases, 13 were in 
primiparae and 7 in multiparae. In 14 cases all 
the pelvic measurements were normal, in 5 there 
was some degree of pelvic contraction, and in 1 
case the pelvis was platypelloid as well as con- 
tracted. Of the g patients with occipito-pubic 
presentations, 6 were delivered after manual correc- 
tion of the presentation; 2 were delivered by the 
application of high forceps and 1 by Caesarean 
section. All the infants were born alive, their 
weights varying from 2,650 to 4,230 g. Of the 11 
patients with O.S. presentations, 6 underwent 
manual correction of the presentation, 2 were 
delivered by the application of high forceps, 2 
were subjeced to craniotomy, and 1 was delivered 
after internal podalic version. Nine infants were 
born alive, their weights varying from 2,740 to 
4,100 g. The shortest labour lasted for only 5 
hours, the longest for 63 hours 30 minutes. The 
author considers that manual correction of the 
presentation is the treatment of choice, and gives 
an illustrative case report. 
Nicolas Tereshchenko 


2367. A Case of Extended Vertex Presentation 
Necessitating Forceps Delivery. 

By K. P. Majumpar. Pakistan med. J., 11, 
30-31, May-June, 1949. 


2368. A New Method of Conduct of Breech Delivery 
with Extended Legs. [In Russian. ] 

By. N. A. Tsovyanov. Akush. Ginek., No. 2, 
24-26, 1949. 

A new procedure to deal with extended legs in 
breech presentation is described. Early diagnosis 
is made by vaginal examination, which is also 
carried out to assess the length of the true conju- 
gate, degree of cervical dilatation, degree of cervi- 
cal rigidity, and nature of the presentation (foot, 
knee, or breech). An obstetrician with adequate 
experience covers the emerging presenting part 
with a sterile towel and resists further descent of 
the legs by pressing them upwards against the 
expelling force of the uterus. Thus while the foetus 
is still in the uterus and its circulation is unim- 
paired the legs will be undergoing flexion at both 
knee and hip-joints. It is thought that this will 
enlarge the presenting part and secure complete 
cervical dilation for the after-coming head. 

Investigations were carried out in 3,242 consecu- 
tive deliveries, out of which there were 20 cases of 
breech presentation with extended legs (20 per 


R 
ce 
fo 
th 

se 
ou 

Pr 
me 

| 
Hi 

Aj 
tee 
He 
de 

to 
th 
ing 
va 
th 
bre 
fac 
ing 
pu 
20 
3,2 
tea 
del 
del 
th< 
at 
col 
an 
eri 
142 
aut 
ote 
jus 
wit 
anc 
Re 
cril 
Tes 
ana 
2 
Seq 


REVIEW OF CURRENT LITERATURE 


cent of all breech presentations). In the 18 cases in 
which this method was fully applied there was no 
foetal death. The remaining two foetuses died; in 
the first case this method was not applied, in the 
second the procedure was only partially carried 
out. E. W. Collis 


2369. Observations on a Case of Left Mento-posterior 
Presentation. (Consideracées em torno de um caso de 
mento-iliaca-esquerda-posterior. ) 

By M. De Loreto. Obstet. Ginec. lat.-amer., 
7, 155-170, May 1949. 30 refs. 


2370. A Report of 159 Third Degree Lacerations. 

By H. A. IncRanHaM, M. M. GARDNER, and E. G. 
Heus. Amer, J]. Obstet. Gynec., 57, 730-735, 
Apr. 1949. 21 refs. 

This paper deals with 159 cases of third degree 
tear occurring in 9,170 deliveries at Lincoln 
Hospital, New York. The authors define a third 
degree laceration as one involving any tissue deep 
to the sphincter capsule, a tear through or into 
the sphincter being ‘‘ incomplete ’’ and one enter- 
ing the anus or rectum being ‘‘ complete ’’. Rele- 
vant anatomy is considered and the function of 
the perineum in labour is described. 

Of the 159 cases analyzed 148 occurred in primi- 
gravidae (54 being complete), and 11 in multi- 
gravidae (5 being complete). Amongst aetiological 
factors, pelvic abnormality predominated, account- 
ing for the tear in 43 patients (27 per cent), most 
of whom had a contracted outlet with a narrow 
pubic arch. Labour lasted more than 24 hours in 
20 per cent. The average foetal weight was only 
3,200 g. and the incidence of laceration was inde- 
pendent of presentation or position. Third degree 
tears occurred in 3 per cent of all mid-forceps 
deliveries and in 6.5 per cent of all low forceps 
deliveries, and the surprising conclusion is reached 
that ‘‘ it seems as though the skill of the operator 
at the hospital staff level does not prevent this 
condition ’’, since the intern and the resident had 
an equal incidence of tears in their forceps deliv- 
eries, Median episiotomy had been carried out in 
142 cases, medio-lateral in 14. From this the 
authors conclude that ‘‘ obviously median episi- 
otomies are precursors of third degree tears’’, but 
justify the use of the median as opposed to the 
lateral incision in a brief discussion. Of the various 
anaesthetics used. the highest incidence of lacera- 
tion (8.1 per cent) occurred with pudendal block; 
with spinal analgesia the rate was 5.2 per cent 
and with gas and oxygen only 2.8 per cent 
Repair and post-operative care are briefly des 
cribed. A follow-up of 134 cases showed that end 
results were satisfactory; this is attributed to the 
anatomical accuracy of the repair. 

Calvin P. B. Wells 


2371. Anomalies of Placental Separation and their 
Sequelae—10-year 


Statistics from Our Clinic. 
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(Poruchy v odlupovani placenty a jej zvyskov v 10 
rocnom materiali nasej kliniky.) 

By F. Vacentsix. Bratislavské lekdrs. Listy, 
29, 642-651, July 1949. 31 refs. 


2372. The Third Stage of Labor: A Plea for Manual 
Removal of the Placenta. 

By R. A. CacctarELi1. Amer J. Obstet. Gynec., 
57, 351-355, Feb. 1949. 29 refs. 

The author condemns the practice of holding 
the fundus and the Credé manoeuvre during the 
third stage of labour. He advocates giving 1 / 160th 
gr. (0.25 mg.) ‘‘ ergotrate’’ (ergotamine tartrate) 
intravenously as soon as the baby’s head is born, 
and states that this causes return of uterine con- 
tractability to normal within 20 to 30 seconds, 
even if the patient is anaesthetized. The opinion is 
expressed that students should be taught to per- 
form immediate manual removal of the placenta, 
with strict attention to asepsis and gentleness, 
when the patient is anaesthetized at the time of 
delivery. Of his last 1,625 anaesthetized patients, 
the author has removed the placenta manually in 
every case. The gloved hands are soaked in weak 
‘lysol’’ solution and the hand used for removal 
of the placenta is lubricated with tincture of green 
soap. In only 16 cases was the placenta found 
completely separated and lying in the vagina. In 
408 cases (25 per cent) the lower edge was par- 
tially separated. Puerperal morbidity was present 
in 4.6 per cent cases, but in none, in the opinion 
of the author, was it due to the manual removal. 
He maintains that by adopting this procedure 
the obstetrician becomes the master of the third 
stage and not its ‘‘ timid observer’’, and states 
that in the past the operation has been condemned 
unfairly. As a note of warning he advises that the 
routine he adopts should be used only by trained 
workers in major maternity hospitals and not by 
the average practitioner. J. Stallworthy 


2373. A New Concept in the Replacement of the 
Inverted Uterus and a Report of Nine Cases. 

By A. B. JoHNson, Amer. J. Obstet. Gynec., 
57, 557-562, Mar. 1949. 4 figs. 

A simple and ingenious method of correcting 
uterine inversion is here described. The principle 
is to put the accessory uterine ligaments on the 
stretch by lifting the uterus into the abdomen to 
the level of the umbilicus or higher. This is carried 
out under anaesthesia, and the entire hand and 
forearm of the operator must be placed in the 
vagina. Tension is exerted for 3 to 5 minutes when 
the fundus recedes from the palm and the uterus 
returns to a normal position. The author empha- 
sizes the need for treatment of shock before insti- 
tuting reposition. His cases were treated at varying 
periods of time, the inversion having taken place 
either immediately beforehand or at periods up 
to 14 davs beforehand; in one case reposition was 
accomplished 3 months after delivery. 

Kenneth Bowes 
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2374. Rupture of the Uterus with Uterine Haeman- 
gioma during Labour. (Uterusruptur vid haeman- 
gioma uteri under férlossning.) 

By S. ENGLAND and E. ODEBLAD. Nord. Med., 
42, 1376-1378, Aug. 18, 1949. 1 fig., 5 refs. 


ANAESTHESIA. 


2375. Anaesthesia, Analgesia, and Amnesia in 
Obstetrics. (Anesthésie, analgésie, amnésie en 
obstétrique. ) 

By J. Gacnon. Un. méd. Can., 78, 833-836, 
July 1949. 

2376. Comparative Study of 3 Methods of Analgesia 
and Anaesthesia in Obstetrics. (Estudio comparativo 
tres métodos de analgesia y anestesia en obstetricia.) 

By G. A. pe La VEGA, R. Garcia R. 
BRISENO, and M. Mariscav. Ginec. Obstet. Méx., 
4, 15-28 Jan.-Feb. 1949. 11 refs. 

A detailed analysis is presented of the obstetrical 
use, in 3 groups of patients, of continuous caudal 
analgesia, spinal analgesia, and a ‘‘ demerol”’ 
(pethidine)-scopolamine combination respectively. 
Continuous caudal analgesia was used for the 
delivery of 67 patients, 36 being primigravidae. 
Two methods were used, that of Hingson and 
Edwards (J. Amer. med. Ass., 1943, 122, 538), 
with doses of between 30 and 150 ml. of 1.5 per 
cent ‘‘ metycaine’’, and that of Block and Rot- 
stein (J. Amey. med. Ass., 1943, 122, 582), in 
which 1 per cent procaine in normal saline is 
given by continuous drip, between 100 and 4oo ml. 
being used. Spontaneous delivery followed in 89.5 
per cent of cases and uterine action was disturbed 
in one patient only. In 88 per cent labour lasted 
between 2 and 6 hours, The only foetal death took 
place before anaesthesia was commenced. Blood 
loss was slight in 98.5 per cent. A fall in blood 
pressure occurred in 91.4 per cent, but only pro- 
duced marked symptoms in 2 patients. The results 
were best when the level of anaesthesia reached a 
little above the umbilicus. This method was con- 
sidered to give very good results in 85.07 per cent 
of cases. 

Saddle block spinal analgesia was used for the 
delivery of 50 patients, 18 being primigravidae. 
‘* Nupercaine ’’ (cinchocaine) in 0.5 per cent iso- 
tonic, buffered solution was used and 0.5 ml. of 
this was added to an equal amount of 10 per cent 
glucose solution to give a hyperbaric solution. 
With a single dose the anaesthesia was found to 
last 2 hours. In 64 per cent spontaneous delivery 
took place, but in a third of these patients a 
Kristeller expression was necessary. In 36 per cent 
some operative procedure was necessary. In 38 per 
cent there was decreased uterine action, and in 
28 per cent moderate or severe postpartum haem- 
orrhage. In go per cent labour lasted less than 6 
hours. There were 2 foetal deaths not attributable 
to the anaesthesia. In 58 per cent there was a fall 


in blood pressure, but the only case of shock was 
due to rupture of the uterus following version. The 
anaesthesia was confined to the saddle area in 82 
per cent, In 70 per cent the result was considered 
to be very good. 

A combination of pethidine and scopolamine was 
given to 72 patients, of whom 23 were primi- 
gravidae. To 51 patients a single dose of 100 mg. 
of pethidine was given together with a dose of 
scopolamine varying between 0.65 mg. and 0.32 
mg., and in 21 patients an initial dose of 100 mg. 
of pethidine and 0.65 mg. of scopolamine was 
followed in 60 to 90 minutes by a second dose of 
50 mg. of pethidine and 0.32 mg. of scopolamine. 
In 77.7 per cent normal delivery took place, and 
although in over one-third of cases uterine action 
was slowed, this was compensated for by improved 
relaxation of the soft tissues due to the pethidine. 
In 68.05 per cent labour lasted less than 6 hours, 
and in 84.7 per cent the blood loss was normal. One 
patient died of gas gangrene arising at the side of 
injection in the buttock, the origin of which could 
not be determined. There was one foetal death due 
to syphilis, and apnoea or lack of tone was found 
in 8.1 per cent. The results were considered to be 
very satisfactory in 70.8 per cent, and were best 
when repeated doses were given. 

The advantages and disadvantages of each 
method are discussed, and it is considered that 
the pethidine-scopolamine technique is the most 
generally applicable one, 

[The method of selection of cases for each 
method is not given, nor is the stage of labour at 
which treatment was commenced always _indi- 
cated. | Bryan Williams 


2377. Continuous Peridural and Caudal Analgesia 
in Obstetrics. 

By J. G. P. CLeranpn, Curr. Res. Anesth., 28, 
61-76, Mar.-Apr. 1949. 7 figs., 35 refs. 

Continuous caudal analgesia was introduced by 
the author and Hingson. The author claims that 
the method would prevent more than half of the 
125,000 yearly foetal deaths during labour in the 
United States. He also states that for every death 
5 infants live with permanent damage to the 
cerebral cortex. 

To abolish the colicky pains in labour it is nec- 
essary to block only the 11th and 12th thoracic 
roots. To abolish the pain of distension of the birth 
canal a caudal block need extend no higher than 
the sacral roots. With ordinary methods of caudal 
and spinal analgesia constant trained supervision 
is needed. If the anaesthesia extends above the 11th 
thoracic segment the blood pressure may fall 
below the intrauterine pressure. This leads to 
foetal hypoxia. To avoid this constant supervision, 
peridural block of the 11th and 12th thoracic roots 
was used early in labour and caudal block later 
when the cervix was half dilated. 

A number 3% uteric X-ray catheter is cut in 
half and straight stylets are inserted and sterilized 
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in a straight glass tube. A Touhy needle is inserted 
by Dogliotti’s method, bevel up, between the 
second and third lumbar spines into the peridural 
space. The catheter is advanced for just over 3% 
spines beyond the point of the needle. A caudal 
catheter is then inserted. The catheters are 
strapped to the back and connected to the syringe. 
With the patient on her back the first dose is given 
through the peridural catheter. The upper level of 
analgesia should lie between the umbilicus and the 
symphysis. Adjustments can be made by tilting 
the table for to minutes. Three to 4 ml. of 2 per 
cent ‘‘intracaine’’ in 2 per cent potassium sul- 
phate in Ringer’s solution with adrenaline 1 in 
100,000 is used, For caudal block 10 ml. of intra- 
caine will anasthetize the birth canal. Hystero- 
graphs show that uterine contractions are not 
diminished by localized peridural and caudal 
analgesia. 

Scrupulous care in skin disinfection, with main- 
tenance of a closed aseptic system and sealing of 
the puncture, is required. Sulphadiazine is given 
prophylactically for 2 days afterwards. It is 
claimed that once the catheters are in position 
small, safe maintenance doses may be given with- 
out skilled supervision since hypotension is absent. 

W. Stanley Sykes 


2378. Continuous Caudal Analgesia in Obstetrics. 
By A. H. Gattey. Anaesthesia, 4, 154-168, 
Oct. 1949. 8 figs., 19 refs. 


2379. Continuous Caudal Anesthesia in Obstetrics. 
Observations of Results in Twelve Thousand Cases. 

By J. Herzzicu. N.Y. St. J. Med., 49, 1531- 
1534, July 1, 1949. 5 refs. 


2380. Caudal Anesthesia in Obstetrics: A Combined 
Procaine-pontocaine Single Injection Technic. 

By O. B. CRAwrorp and R. V. CHESTER. 
Anesthesiology, 10, 473-478, July 1949. 12 refs. 


2381. Minimal Saddle-block Anesthesia for Vaginal 
Delivery. 

By L. T. DorGan, H. S. McGauGue_y, and L. D. 
= Amer. ]. Surg., 78, 181-188, Aug. 1949. 

refs. 


2382. Curare with General Anesthesia of Forceps 
Delivery. 

By J. D. Bourke. Lancet, 2, 511-512, Sept. 17, 
1949. 3 refs. 


2383. Inhalation Anesthesia in Obstetrics. 
By K.G. Jauraus. N.Y. St. J. Med., 49, 1535- 
1537, July 1, 1949. 3 refs. 


2384. Foetal Asphyxia due to Ether Anaesthesia. 
(Die Narkoseasphyxie der Kinder bei Aethernarkose.) 

By F. E. Konic. Gynaecologia, Basel, 128, 
150-158, Aug. 1949. 6 refs. 
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PUERPERIUM. 
2385. New Contributory Data to the Prognosis of 


Puerperium. [In English.] 

By. L. Lajos. Gynaecologia, Basel, 128, 194- 
205, Sept. 1949. 3 figs. 

2386. Phlegmasia Alba Dolens. 
Cases. 


By B. L. Kapur. J. Obstet. Gynaec., Lahore, 
10, 1-6, Jan. 1949. 12 refs. 


A Report of 20 


2387. Management of the 
Obstetric Case. 

By E. G. Waters. New Engl. J. Med., 240, 357- 
362, Mar. 10, 1949. 

In the author’s experience the most common 
causative organisms of puerperal sepsis are non- 
haemolytic and anaerobic streptococci. Accelera- 
tion of pathogenicity depends on bacteriol syner- 
gism in the presence of trauma, systemic disease, 
blood loss, tissue destruction, or anoxia. Emphasis 
is laid on antenatal investigations or treatments 
undertaken to minimize the possibility of such 
events. During labour the danger of too frequent 
vaginal or rectal examinations is noted, though in 
abnormal cases there is no substitute for a vaginal 
examination. If a patient has been in labour more 
than 12 hours, or the membranes have been rup- 
tured for longer than 18 hours without labour 
having started, chemotherapy and the administra- 
tion of antibiotics are recommended. The usual 
supportive measures to treat toxaemia, combat 
blood loss, ensure adequate fluid intake, and pre- 
vent exogenous contamination should be meticu- 
lously observed. 

Movement in any direction from normal delivery 
without trauma at once increases the risk of 
puerperal sepsis. Low-forceps delivery and episi- 
otomy is nearly as safe, but mid-forceps delivery 
in the presence of mid-plane contraction or funnel 
pelvis is considered very dangerous. The author 
believes that such cases should be more generally 
treated by abdominal section or by ‘‘ more con- 
servative treatment of the second stage . . . and 
[the] judicious use of small doses of pitocin’’. 
For malpresentation or deflexion associated with 
an adequate pelvis Kielland forceps rotation and 
extraction is advocated. The use of classical 
Caesarean section in the infected case is mentioned 
only to be condemned. Caesarean hysterectomy is 
considered neither necessary nor advisable, as the 
transperitoneal approach and trauma of extirpa- 
tion nullify the doubtful benefit of removal of the 
infected uterus. No large series of cases is avail- 
able for comparison, but it is believed that extra- 
peritoneal section is safer than a transperitoneal 
approach, and will remain so until therapeutic 
measures are available to save the lives of all 
patients with peritonitis. Extraperitoneal section 
was carried out in 501 clean but potentially and 
grossly infected cases, with only 1 death. Sulphon- 
amides and penicillin are still sometimes insuffi- 
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cient in themselves to effect recovery once periton- 
itis is well established. 

Low-spinal analgesia and forced oxygen are 
recommended, to prevent anoxaemia. For the same 
reason the need for adequate blood replacement is 
emphasized. Haemorrhage is controlled by oxy- 
toxic drugs and bimanual compression, but never 
by packing the uterus. Uterine packing is associ- 
ated with maternal death, and has not been used 
in the last 2,500 deliveries in the author’s hospital. 
C. Christopher Bowley 


2388. Prophylaxis of Puerperal Infection with Small 
Doses of Sulphone Derivatives Immediately After 
Labour. (Profilassi della infezione puerperale con 
piccole dosi di preparati solfonici subito dorpo il 
parto.) 

By C. BeEneperti. Policlinico, Sez. prac., 56, 
299-305, Mar. 7, 1949. 8 refs. 

The author describes the use of small doses of 
sulphone derivatives (chiefly ‘‘ promin’’) after 
abnormal confinements for the prophylaxis of 
puerperal infection. The cases included febrile 
abortions, premature rupture of the membranes, 
forceps deliveries, internal version, manual removal 
of the placenta, laceration of the cervix, and 
craniotomy. The usual dose was 3 g. given intra- 
venously immediately after delivery. When 
required a second, third, or even a fourth injec- 
tion was given. No toxic effects were noted and 
in the majority of cases the puerperium was 
entirely afebrile. Josephine Barnes 


2389. The Occurrence of Pleuropneumonia-like 
Organisms in Material from the Postpartum Uterus; 
Simplified Methods for Isolation and Staining. 

By I. G. SHausand J. A. GuILBeau. Bull. Johns 
Hopk. Hosp., 84, 1-10, Jan., 1949. 15 refs. 

The presence of pleuropneumonia-like organ- 
isms in the normal and pathological vagina and 
cervix has been recorded by a number of observers. 
Evidence is now brought forward that these 
organisms can frequently be found in the post- 
partum uterus, They were isolated from 17 of 112 
patients, and in 11 cases they occurred in pure 
culture. The incidence was considerably higher 
from patients who had received penicillin than 
from those who had not. This finding does not 
support the theory that pleuropneumonia-like 
organisms represent variant forms of other bacteria 
produced in vivo by the action of penicillin. 
Material from the uterine cavity was inoculated 
immediately into fluid thiogylcollate medium con- 
taining 0.5 per cent dextrose and 0.0001 per cent 
resazurin. To the medium was then added o.1 ml. 
of a sterile 4 per cent solution of clarase (final 
concentration 0.25 per cent) to neutralize penicillin, 
and 2 ml, of sterile ascitic fluid. After 24 hours’ 
incubation, and daily thereafter, the original 
_ thioglycollate cultures were streaked on plates of 
pancreatic digest agar containing 20 per cent ascitic 
fluid. For staining, a block of agar 5 mm. square 
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is cut from the plate and placed colony side up 
on a slide. A small 1-mm. loop of Wayson’s stain 
is placed in the centre of the agar block. This stain 
is prepared by dissolving 0.2 g. basic fuchsin and 
0.75 g. methylene blue in 20 ml. absolute alcohol, 
adding the dye to 200 ml. of 5 per cent solution of 
phenol in distilled water, and filtering. The agar 
block is surrounded by four balls of plasticine, 
approximately 2 to 3 mm. in diameter, and placed 
on the slide so as to form the corners of a 1-cm. 
square round the agar block. A cover-glass is 
lowered on to the stained agar block and the 
plasticine balls, and the preparation is examined 
with an oil-immersion lens. G. M. Findlay 


2390. Gas Gangrene of the Uterus Associated with 
Septicaemia. (DéloZni plynatd snet’ se sepsf simulu- 
jicf vzduchovou embolii u rodicky. ) 

By E. Marsatek. Cas. Lék. éesk., 88, 792-795, 
June 15, 1949. 18 refs. 


2391. Fulminating Apyrexial postpartum Strepto-. 
coccal Peritonitis. 

By L. N. Jackson and M. H. Jackson. Lancet, 
2, 195-196, July 30, 1949. 8 refs. 


2392. Puerperal and Lactation Psychoses. 
peral og Lactationspsykoser. ) 

By E. Larsen. Ugeskr. Laeg., 111, 843-847, 
Aug. 4, 1949. 16 refs. 

2393. Multiple Familial Occurrence of Post-partum 
Schizophrenia. 

By G. J. Gorpon. 
148, Aug. 1949. 1 ref. 


(Puer- 
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LACTATION 


2394. Lactation Following Thoracoplasty and Pneu- 
monectomy. 

By D. Sarkin and E. W. Davis. J. thorac. 
Surg., 18, 580-590, Aug. 1949. 5 refs. 


2395. Observations on the Effects of Prepartal and 
Postpartal Estrogen and Progesterone Treatment on 
Lactation in the Rat. 

By S. M. Waker and J. I. MarrHews. Endo- 
cinology, 44, 8-17, Jan. 1949. 6 figs., 20 refs. 

Lactation in rats spayed at parturition was not 
decreased by daily injections of oestrone or stil- 
boestrol dipropionate unless the doses were high 
enough to make the mothers lose weight. In intact 
rats, however, lactation was diminished after 10 
to 12 days of treatment with low or moderate 
doses (5 to 100 pg. of oestrone daily) whether 
the injections were started before delivery or after 
lactation had begun. Progesterone in doses higher 
than those postponing parturition did not affect 
lactation in spayed or intact rats, but when given 
in conjunction with small doses of oestrogen it 
imhibited the lactation of spayed rats very much 
as oestrogen alone inhibited the lactation of intact 
rats. The mammary glands of the rats with in- 
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hibited lactation showed much alveolar prolifera- 
tion, which probably accounts for the decreased 
milk production. The proliferation is caused by 
combined action of excess of exogenous oestrogen 
and endogenous or exogenous progesterone. 

Peter C. Williams 


2396. Effect of Folliculin, given for Induction of 
Labour, on Lactation. (Vplyv folikulinu pouZzitého k 
provokacif pourodu na laktaciu.) 

By O. Stivkxa. Bratislavské lekdrs. Listy, 29, 
657-662, July 1949. 2 figs., 10 refs. 


2397. Iodine Therapy of Inadequate Lactation. 
(Terapia iodica dell’ ipogalattia.) 

By W. BENoLizx and A. Mast. Riv. clin. Pediat., 
46, 766-771, Nov. 1948. 2 figs., 15 refs. 

From Florence University the authors report 
on 15 women with failing lactation who from the 
fifth day received iodine-potassium-iodide solution, 
6 drops twice a day (1 per cent weight for volume 
of iodine and 2 per cent weight for volume of 
potassium iodide in distilled water). In 10 cases 
there was a favourable response: on an average 
the amount of milk was trebled, although the aver- 
age level of secretion in these cases did not reach 
the mean level in 30 normal lactating women 
used as controls. Five cases of failing lactation did 
not respond to treatment. The basal metabolic 
rate was studied in all treated women and in some 
of the normal mothers used as controls. 

[A similar study has been conducted in Britain 
by Robinson (Brit. med. J., 1947, 2, 126) and by 
Nicholson (ibid., 1948, 1, 1029). } 

P. E. Polani 


2398. Vitamin A and Thyroid in Insufficiency of 
Milk Secretion. (Vitamina A tiroide ed ipogalattia.) 

By P. Brancui. Riv. ital. Ginec., 32, 247-258, 
July-Aug. 1949. 16 refs. 


2399. Diurnal Variation in the Fat Content of 
Breast-Milk. 

By M. GunTHER and J. E. Stanter. Lancet, 2, 
235-237, Aug. 6, 1949. 7 figs., 6 refs. 


INFANT 


2400. Further Experiences with the Rooming-in 
Project of Baby with Mother. 

By T. L. MontGomery and P. SHENK. Pennsyl- 
7 med. J., 52, 1085-1091, July 1949. 3 figs., 
12 refs. 


2401. Study of the Thymus in 7,400 Consecutive 
Newborn Infants. 

By E. A. Contr and G. D. Patron. Amer. J. 
Obstet. Gynec., 56, 884-892, Nov. 1948. 1 fig., 
6 refs. 

; The authors have not been able to throw much 
light on the problem of the part played by the 
thymus in sudden death in infants. Analysis of 
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s sudden deaths in the series failed to elicit any 
proof that they were due to thymus compression. 
Neonatal X-ray investigations have not aided in 
forestalling sudden death in young infants, and 
negative diagnostic X-ray films in the neonatal 
period do not preclude the possibility of enlarge- 
ment occurring at a later date. The benefits to be 
gained by preventing later enlargement with res- 
piratory symptoms in the 5 per cent who show 
neonatal thymus enlargement do not justify the 
use of radiography as a routine procedure. Patients 
in these cases can apparently be adequately and 
safely treated after the onset of symptoms. 
L. A. Cruttenden 


2402. Thymol Turbidity Values in the Sera of New- 
born and Premature Infants and of Mothers at Term. 

By M. M. DEsmMonp, H. J. ZimMERMan, L. K. 
SwEET, and L. J. THomas. Pediatrics, 3, 49-55, 
Jan. 1949. 4 figs., 10 refs. 

After determining the values for thymol turbid- 
ity in sera of 108 healthy full-time and premature 
infants and 65 mothers at term, the authors con- 
clude that no correlation exists between these 
values and the absolute globulin level, or albumin- 
globulin ratio, in the serum of infants and mothers. 
They found that the thymol turbidity values for 
infants are considerably below those of normal 
adults and of mothers at term, but that there is 
no significant difference between newborn full- 
term and premature infants up to two months. 
Thymol turbidity values seemed independent of 
the power of the liver to clear the blood of bili- 
rubin and showed no correlation with the degree 
of physiological jaundice. 

It is suggested that the low thymol turbidity 
values of infant sera may be related to low f-glob- 
ulin or lipid levels in blood, and the authors point 
to the desirability of determining all these data 
on the same serum, since recent work has demon- 
strated that the thymol precipitate in the thymol 
test is largely B-globulin. M. Baber 


2403. Mechanism of Hyperbilirubinemia in the New- 
born Infant. Experimental Demonstration of Func- 
tional Hepatic Immaturity. 

By G. J. FasHEena. Amer. J. Dis. Child., 76, 
196-202, Aug. 1948. 10 refs. 

The author, working at the South-western 
Medical College, Dallas, Texas, estimated the 
haemoglobin concentration, erythrocyte volume, 
plasma bilirubin level, and erythrocyte count in 
21 normal infants each day for the first week of 
life. Meconium bilirubin was also estimated, the 
blood examined for A, B, O, and Rh factors, and 
the velocity constant of excretion of bilirubin 
estimated by Weech’s technique (J. clin. Invest., 
1941, 20, 323). 

The following results were obtained by. the 
author. (1) There was no statistically significant 
difference in the average degree of fall of erythro- 
cyte count as between infants whose blood bili- 
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rubin attains a level of over 8 mg. per 100 ml. 
and those with a lower degree of bilirubinaemia. 
(2) There was no apparent relation between degree 
of fall in packed erythrocyte volume and degree 
of hyperbilirubinaemia. (3) Infants with a high 
meconium bilirubin content had on the whole a 
low plasma bilirubin level. (4) In infants whose 
plasma bilirubin level was more than 2.5 mg. per 
100 ml. the velocity constant of bilirubin excre- 
tion was less than 2x 10-%, a figure which Weech 
considers to be indicative of impaired hepatic 
function. The velocity constant was normal in 
infants whose plasma bilirubin level was less than 
I mg. per 100 ml. (5) No apparent relation was 
found between plasma bilirubin level and_ the 
possibility of incompatibility between the blood 
of mother and child. 

From these findings the author concludes that 
hyperbilirubinaemia in the newborn is the result 
of functional immaturity of the liver operating 
before birth and not, as some think, a haemolytic 
or incompatibility phenomenon. She discusses the 
value of Weech’s method of investigating liver 
function, which is claimed to eliminate the error 
resulting from failure to allow for the initial blood- 
level of bilirubin. A. T. Macqueen 


2404. Absence of Transverse Aortic Arch with 
Defects of Cardiac Septums. Report of a Case 
simulating Acute Abdominal Disease in a Newborn 
Infant. 


By D. Wetsman and H. D. Kesten. Amer, J. 
Dis. Child., 76, 326-330, Sept. 1948. 2 figs., 7 refs. 


Complete interruption of the arch of the aorta 
is a very rare condition. In the case reported, 
which occurred in a male infant aged 3 days, the 
heart was greatly dilated and there were both 
auricular and ventricular septal defects. The aortic 
valve was bicuspid with a large, irregularly 
formed cusp and a rudimentary one. The ascend- 
ing aorta continued into an innominate artery, 
which divided into a right common carotid and 
right subclavian artery. There was no evidence 
whatsoever of the arch of the aorta, which was 
completely interrupted. The pulmonary artery 
after its division into right and left branches con- 
tinued by a widely patent ductus arteriosus into 
the descending aorta, and a left common carotid 
and left subclavian artery took origin from the 
descending arch just distal to the ductus. An 
embryological explanation is given. The clinical 
effects of the abnormality, which was not recog- 
nized in life, were progressive overloading of the 
right ventricle through the auricular and ventri- 
cular septal defects. This led to a rise in venous 
pressure and congestion of the viscera with in- 
testinal haemorrhage. Only the right side of the 
head and the right upper arm received fully 
oxygenated blood, and a diagnosis of gross arterial 
abnormality might have been made had cyanosis 
been observed earlier on the left side than on the 
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right. This is the thirteenth case of this abnor- 
mality so far reported. James W. Brown 


2405. Meconium Ileus. 
By W. Saxo, New Orleans med. Surg. J., 102, 
75-77, Aug. 1949. 8 refs. 


2406. Gastric Suction: A Proposed Additional 
Technic for the Prevention of Asphyxia in Infants 
Delivered by Caesarean Section. A_ Preliminary 
Report. 

By S. S. P. and W. PFEFFER. 
New Engl. J. Med., 240, 533-537, April 7, 1949. 
26 refs. 

In considering the causes of the obstructive 
respiratory difficulties so frequently encountered 
in infants born by Caesarean section the authors 
felt that aspiration of liquor amnii was probably 
the explanation of the immediate signs, but that 
this would not account for the sudden exacerba- 
tions occurring several hours after birth. These, 
they thought, might be due to the swallowing of 
an excessive amount of liquor amnii with subse- 
quent regurgitation and aspiration. They there- 
fore studied two series of infants delivered by 
Caesarean section under spinal analgesia. Gastric 
suction was carried out in one series immediately 
after birth with a No. 1o French catheter passed 
through the mouth, suction being repeated 
3-hourly for 12 hours. Other routine resuscitation 
measures were employed as usual. The second 
series did not have any gastric suction. The 
infants in both series were born of diabetic 
mothers, In the first group of 25 infants only 4 
showed any signs of respiratory difficulty, which 
was mild and lasted for a few hours only. In 
the second group, also of 25 infants, 15 showed 
clinical signs of varying severity (cyanosis, rib 
retraction, and tachypnoea). In all 4 infants in 
the first series the respiratory signs were present 
at birth; in the second series in 9 of the 15 signs 
developed subsequently and the embarrassment 
was more severe. The gastric contents averaged 
zo ml. in the first group, while in 4 infants, 
delivered by low forceps (also of diabetic mothers), 
the gastric contents varied from o to 7 ml. In 
a further group of 12 infants of non-diabetic 
mothers delivered by Caesarean section the average 
gastric content was 14 ml., while in 15 delivered 
by low forceps the average was 2 ml. In view 
of these findings the authors propose that gastric 
suction be carried out as a routine in all infants 
born by Caesarean section. W. F. Gaisford 


2407. Asphyxia Neonatorum and the Vernix Mem- 
brane. 

By F. Dick and E. R. Punp. Arch. Path., 
47, 307-316, Apr. 1949 2 figs., 15 refs. 

A significant number of neonatal deaths 
associated with asphyxia are believed to be caused 
by vernix caseosa plugging the bronchioles and 
lining the alveolar ducts and walls, so that normal 
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gaseous exchange is prevented and atelectasis 
results. This vernix membrane, first described in 
1925, is very rich in lipid, stains intensely with 
eosin, and contains many fat droplets but no 
fibrin. Those infants who live for from a few 
hours up to 4 days show fairly characteristic 
clinical signs of disease of the respiratory system 
before death. They may breathe normally or be 
slow to breathe at birth but eventually an increas- 
ing struggle for breath develops. Dyspnoea and 
cyanosis become manifest in spite of oxygen and 
carbon dioxide therapy and costal retraction may 
occasionally be present. 

In a study of 119 consecutive necropsies in 
infants, the authors record the finding of a vernix 
membrane in 7 (11.6 per cent) liveborn infants 
or 5.8 per cent of the total number, which in- 
cluded 59 stillbirths. Although the number of 
cases in this series is small, the incidence is much 
higher than those reported by others. Intra- 
uterine anoxia, with exaggerated respiratory move- 
ments, will not explain the development of this 
membrane but factors other than simple aspiration 
of liquor amnii and vernix caseosa must be in- 
volved. Theoretically, in the presence of large 
amounts of concentrated vernix rich in lipids, 
conditions are ripe for the development of the 
membrane. Experiments to confirm this hypo- 
thesis were inconclusive, and further work is con- 
sidered necessary. In those cases in which the 
vernix has extended beyond the bifurcation of 
the trachea aspiration of the respiratory passages 
is without effect, but in less extensive or sewere 
this procedure may prevent death. 

Jas. M. Smellie 


2408. The Pathogenesis of the ‘‘ Vernix Membrane.”’ 
Relation to Aspiration Pneumonia in Stillborn and 
Newborn Infants. 

By H. C. Mirrer and T. R. Hamicton. 
Pediatrics, 3, 735-748, June 1949. 5 figs., 22 refs. 


2409. Maternal Rubella and Congenital Defects. 
Data from National Health Insurance Records. 

By A. B. Hitt and T. McL. Gattoway. 
Lancet, 1, 299-301, Feb. 19, 1949. 3 refs. 

The authors set out to assess accurately the 
frequency with which congenital abnormalities 
appear in the child when rubella or measles has 
occurred during pregnancy. With the help of 
several approved societies they traced employed 
insured women who presented a sickness certificate 
for one or other of these infections, and who, 
within 12 months, applied for maternity benefit. 
During a period of 2 years 22 notifications were 
made of such cases, but 2 of these patients, in 
whom infection occurred 2 and 3 months before 
conception, could not be traced. In 10 cases the 
details obtained by questioning of the mother 
suggested that the illness was rubella and in 6 
others measles was diagnosed. In the former group 
the illness was estimated to have occurred in the 
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second month of pregnancy in 2 cases, second or 
third in 3 cases, third or fourth in 2 cases, at the 
sixth month in one case, at the eighth month in 
one case, and one month before conception in 
one case. 

In all, 17 children were examined, of whom 
only one presented an abnormality (patent inter- 
ventricular septum), The mother of this child 
had rubella at the end of the first month of preg- 
nancy. Examination of one child, whose mother 
insisted that the baby was normal, was refused; 
the 2 other children in the total series of 20 had 
died at 7 days and 5 weeks respectively and in 
both instances the cause of death was recorded as 
pneumonia. The mothers had had rubella at the 
sixth and at the second month respectively. 

The true frequency of the occurrence of con- 
genital defects after infections in pregnancy can 
only be assessed by first observing the mother 
during the illness and later noting the condition 
of the infant, but, as the authors point out, the 
difficulties of such an inquiry are considerable and 
even in the space of 2 years very limited informa- 
tion has been obtained from records. In their 
view there should be compulsory notification. They 
conclude that their method lends itself to investi- 
gations of this type, and suggest that there should 
be very little delay in carrying out an examina- 
tion of the child, in case death supervenes. Sub- 
sequent visits would probably be necessary. 

T. Anderson 


2410. Report of Survey of Children Born in 1941 
with Reference to Congenital Abnormalities Arising 
from Maternal Rubella. 

By P. R. Patrick. Med. J. Aust., 1, 421-425, 
April 3, 1948. 15 refs. 

For 129 children born during 1941 in Queens- 
land, Australia, and whose mothers had rubella 
during the pregnancy, clinical findings of deformity 
and the period of pregnancy at which rubella 
occurred were tabulated. Of these children 59 
were affected, the commonest abnormalities being 
in order of frequency deaf-mutism, heart disease, 
mental deficiency, and cataract, singly or in com- 
bination. The grade of deafness is recorded. The 
following suggestions are made. Rubella should 
be notifiable. Girls might be deliberately exposed 
to the disease. Pregnant women exposed to rubella 
should be treated with immune globulin, although 
contact of pregnant women with cases of rubella 
should be avoided as far as possible. Termination 
of pregnancy should be considered if rubella. is 
contracted in the first 4 months. Treatment is 
limited to education of deaf and mentally defec- 
tive children. Bernard Freedman 


2411. Deafness Following Maternal Rubella. 

By N. E. Murray. Med. J. Aust., 1, 126-130, 
Jan. 29. 1949. 5 figs., 36 refs. 

Pure tone audiometry is to be preferred in the 
estimation of hearing, and with care, patience, 
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and training of conditioned responses the author 
claims that records can be obtained in children 
from the age of 4 years upward. 

In 105 of 350 cases of deafness in children 
thought to be the result of maternal rubella 
during pregnancy there was clear information as 
to the time of onset of the maternal rubella, and 
no history in the child of any disease likely to 
produce or increase deafness. In the very great 
majority of these cases the rubella had occurred 
in the first 444 months of pregnancy, especially 
at the sixth and twelfth weeks—the periods ot 
most rapid development in the foetus of the 
cochlea and organ of Corti respectively. However, 
the time of incidence of rubella in the pregnancy 
did not appear to be related to the degree of 
deafness in the child, which was often markedly 
unequal in the two ears. The audiometer generally 
revealed a greater loss of hearing for low tones 
than for high. The average loss over the speech 
frequencies was 72 decibels and in no case was 
the loss total. T. A. Clarke 


2412. Brain Damage in Icterus Neonatorum. (Ueber 
die Hirnschiden bei Icterus neonatorum gravis [Ker- 
nikterus. ) 

By H. Jacos. Arch. Psychiat. Nervenkr., 180, 
I-22, 1948. 40 refs. 

This is a report of the histological findings in 
2 cases of kernicterus. The author believes that 
in this disorder cells which have previously been 
damaged by ischaemia are affected, and that such 
cells take up the bile pigment while they are 
still living. P. W. Nathan 


2413. Effect of Birth on Mentality. 
By M. BattLe. Amer, J. Obstet. Gynec., 58, 
110-116, July 1949. 


2414. Neuro-surgery in the Newborn. 
By W. D. WrncepacH. Bull. M. Hague 
Maternity Hosp., 2, 68-71, Sept. 1949. 


2415. Configuration of the Foetal Head and Left 
Handedness. (Konfiguration des kindlichen Kopfes 
und Linkshindigkeit. ) 

By H. Retmann. Z. Geburtsh. Gynik., 131, 
104-122, 1949. 6 figs., bibliography. 


2416. Sepsis of Obscure Origin in the Newborn. 
By W. A. StLtverMaN and W. E. Homan. 
Pediatrics, 3, 157-176, Feb. 1949. 28 refs. 
Sepsis in the newborn is discussed with 
reference to a group of babies admitted between 
May, 1937, and May, 1948, to the Babies 
Hospital, New York City, only those cases being 
considered in which the origin of the sepsis was 
obscure. During this period of 11 years, 25 
infants were observed in whom illness began when 
they were under 30 days of age and from whom 
one or more positive ante-mortem blood-cultures 
were obtained. 
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In 14 of these the condition was caused by 
Bacterium coli, and in 4 each by streptococci 
and staphylococci; Aerobacter aerogenes, Salmon- 
ella, and Proteus were each responsible for one 
case. Nineteen of the patients were male, and in 
the Bact. cou group all the 14 were boys. Symp- 
toms tend to be mixed, but high temperature was 
common, and in order of frequency the following 
symptoms were noted: jaundice, 11; gastro- 
intestinal symptoms, 9; respiratory distress, 8; 
cyanosis, 6; skin lesions, 4; bleeding, 4; and 
symptoms due to disturbance in the central 
nervous system, 3. After admission 16 infants 
had jaundice at some time, and symptoms of 
pyelonephritis appeared in 12 of the patients. Of 
the group 14 infants died. [The details of clinical 
and laboratory findings are given in tables, which 
should be consulted. | 

A full review of the literature is given, and it 
is interesting to note that in the series of cases 
under discussion the predominance of coliform 
organisms does not correspond with the findings 
of previous observers. The probable reason is that 
in this publication the selection of cases was based 
upon the presence of a definite syndrome, and 
cases of major infection with secondary findings 
due to spread through the blood-stream were 
excluded. Thirty-five similar cases have been 
found in the literature. Patrick Mallam 


2417. Hypoprothrombinemia in Penicillin Treat- 
ment of Acute Infections in Infants. [In English. ] 

By S. Axtrup. Acta paediatr., Stockh., 35, 
351-354, 1948. 3 refs. 

A fall in the blood prothrombin level after 
treatment with intramuscular penicillin is reported 
in 3 cases. The first was that of a boy of 5 
months with gastro-enteritis and bronchopneu- 
monia, who was given 10,000 to 30,000 units 
3-hourly, together with small doses (0.25 to 
0.125 g.) of sulphathiazole. On the roth day, 
after 15 ml. of blood had been given intra- 
muscularly, he began to bleed from the thera- 
peutic punctures. The penicillin was discontinued 
and 1 ml. of vitamin K was injected together 
with a further 15 ml. of blood. There was no 
further bleeding from the punctures, but large 
ecchymoses appeared. Thereafter the general 
condition improved rapidly and he recovered. A 
fortnight after injections had begun, the pro- 
thrombin level had fallen from 73 per cent to 
36 e cent: 3 weeks later it had risen to 63 per 
cent, 

The second case was that of a boy of 2 months 
with a respiratory infection and signs of meningeal 
irritation. Penicillin (20,000 units injected 3- 
hourly) brought about. defervesence in a few 
days, but the patient looked pale and the blood 
prothrombin value was only 17 per cent. Vitamin 
K was given for several days and the prothrombin 
level rose to 72 per cent. Before penicillin treat- 
ment started 3 doses of 0.3 g. of ‘‘ prontosif 


d 
( 
] 
] 
t 
it 
t 
t 
0 
t 
I 
h 
; 
y' 
m 
m 
In 
W 
be 
Se 
m 
cl 
Ta 
| 
by 
12 
= 16 
be 
sig 


REVIEW OF CURRENT LITERATURE 


rubrum ”’ had been given, and sulphathiazole was 
given for 3 days after penicillin was discontinued. 

The third case was that of a male of 1 month 
with a respiratory infection. Apparently the 
patient was given penicillin (3,000 units 3-hourly) 
for 18 days. His condition then deteriorated 
rapidly and blood began to ooze from the puncture 
sites. No prothrombin was found in his blood. 
Death occurred in spite of vitamin K therapy. 
At necropsy haemorrhages, but no inflammatory 
changes, were found in the lungs, with small 
haemorrhages in serous membranes and at injec- 
tion sites. 

All the children were young and underweight, 
and, although the hypoprothrombineamia cannot 
definitely be attributed to the penicillin it seems 
highly probable that this was the cause, Similar 
symptoms have previously been recorded after 
large intramuscular doses of the antibiotic. [In 
the first two cases, sulphonamides may have 
influenced the blood prothrombin level, and in 


the third the administration of penicillin was | 


unduly prolonged; moreover, the hypoprothrom- 
binaemia may well have been a result of the 
original infection. There does not seem to be any 
reason to doubt the safety of penicillin in ordinary 
therapeutic doses for young infants. ] 

J. Vernon Braithwaite 


2418. The Use of Caronamide in Pediatrics. 

By T. L. Perry. Pediatrics, 3, 75-81, Jan. 
1949. 15 refs. 

Caronamide (4’-carboxyphenylmethane sulphon- 
anilide) is capable of producing a reversible in- 
hibition of penicillin excretion by the renal 
tubules, the route by which 80 per cent of 
penicillin in the urine is excreted. The author 
reports on its use in the Los Angeles Children’s 
Hospital, 21 children, aged from 7 days to 12 
years, being given penicillin by 3-hourly intra- 
muscular injections for varying periods. Carona- 
mide was given orally in crushed tablet form, or 
in a 20 per cent suspension, in doses of 0.4 to 
0.8 g. per kilo body weight. Blood samples were 
withdrawn half an hour and 3 hours after peni- 
cillin injection. Penicillin was assayed during, 
before, and/or after caronamide administration. 
Serum penicillin levels were determined by a 
modified Rammelkamp serial dilution method. 
Serum caronamide was determined by the colori- 
metric method of Ziegler and Sprague (J. Lab. 
clin. Med., 1948, 33, 96.) 

After half an hour the penicillin level was 
raised by amounts varying from zero to 16-fold 
by caronamide, the average increase be'ng 2 to 
4-fold. After 3 hours the level was raised 2 to 
128-fold by caronamide, the average rise being 
16-fold. There appeared to be no correlation 
between caronamide and penicillin levels. A 
serum level of 8 mg. caronamide per roo ml. 
significantly increased penicillin levels in these 
children; a 20 to 30 mg. per 100 ml. level has 


been considered optimal in adults. No serious 
toxic effects were observed. Mild nausea and 
vomiting occurred in two cases; small amounts of 
reducing substance in the urine were found in 8 
cases; all patients showed false ‘‘ albuminuria ’’, 
due to precipitation of caronamide itself by the 
usual reagents. Caronamide produced a reversible 
inhibition of tubular excretion of phenol red; in 
one patient receiving caronamide for 56 days 
tubular function became apparently normal with- 
in a few hours of stopping the drug. The author 
considers that caronamide is indicated in 
paediatrics in cases in which high penicillin levels 
are required in the blood, as in subacute bacterial 
endocarditis, infections with penic'llin-resistant 
organisms, or cases in which penicillin must 
penetrate deep granulation tissue. Twelve illustra- 
tive cases are described, mostly of infection with 
staphylococci. The results of in vitro tests of 
sensitivity could not always be correlated with 
effective in vivo levels of penicillin. 


A. T, Macqueen 


2419. Corynebacterium diphtheriae as a Cause of 
Enteritis and Toxic Diseases of the Newborn. (Maczu- 
gowiec blonicy jako czynnik etiologiczny biegunek i 
zatrucia noworodkéw.) 


By H. Kwitowa. Polsk. Tyg. lek., 3, 1532- 


_ 1536, Dec. 20, 1948. 


This paper gives an interesting account of an 
epidemic of gastro-enteritis with toxaemia which 
occurred in a hospital ward for the newborn in 
Lublin. In 1945 and again in 1947 there was a 
sudden outbreak of severe gastro-enteritis and 
jaundice of unknown origin and the wards had 
to be closed. Bacteriological investigations were 
carried out, and several carriers of Coryne- 
bacterium diphtheriae were found among the staff 
and visitors. When the wards were reopened, 
special attention was paid to diphtheria as the 
cause of gastro-enteritis of unknown origin. From 
128 newborn children nasal swabs were taken, and 
in 87 of them C. diphtheriae was found; among 
these 87, 22 showed clinical symptoms. 

The clinical manifestations of nasal diohtheria 
in these newborn infants could be divided into 
four main groups: (1) gastro-enterit's, 15 cases; 
(2) myocarditis. 3 cases; (3) severe jaundice, 2 
cases; (4) purulent rhinitis, 2 cases. The author 
describes in detail 8 cases of gastro-enteritis with 
toxaemia due to nasal diphtheria. Treatment 
with antitox'n in a dose of 4,000 to 7,000 units 
produced excellent results even in the most serious 
cases. Only one patient died. 

The author discusses the precautions which 
should be taken against carriers, and points out 
that the nasal mucosa of the newborn is readily 
infected by C. diphtheriae. In 2 infants delivered 
by Caesarean section the organism was present 
2 hours after delivery. In one case it was found 
one hour after normal delivery, and the possibility 
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that infection occurred during the passage through 
the genital tract cannot be excluded. 
J. T. Leyberg 


2420. Disturbances of Water and Electrolytes in 
Infantile Diarrhea. 

By D. C. Darrow, E. L. Pratt, J. FLert, 
A. H. GAMBLE and H. F. Wisse. Pediatrics, 3, 
129-156, Feb. 1949. 12 figs., 35 refs. 

This is a complicated paper in which detailed 
biochemical investigations of the water and electro- 
lyte balance in the cells and tissue fluids in 
infantile diarrhoea are carefully considered. 
{From the clinical standpoint it is made abund- 
antly clear that the ordinary chart of intake and 
output so often employed in ward work is a 
highly inaccurate yardstick. ] 

The methods employed were applied in 8 cases 
of severe diarrhoea. It would appear that intra- 
cellular sodium content is slightly high during de- 
hydration in many cases, and that sodium 
chloride, without sodium bicarbonate, will usually 
serve to restore a deficiency of sodium and 
chloride. Furthermore, there is evidence that 
acidosis can be explained largely by deficiency 
of potassium which leads to the transfer of extra- 
cellular sodium into the cells during dehydration. 
It is therefore concluded that fluid used to replace 
water and electrolytes should contain potassium, 
sodium, and chloride, an observation which has 
been generally accepted in recent years. Finally, 
it is pointed out that the administration of 
sodium bicarbonate without potassium, in order 
to restore rapidly the concentration of serum bi- 
carbonate in acidosis, may upset the electrolyte 
balance of the cell and cause alkalosis. [This 
paper is very carefully worked out and merits the 
attention of all paediatricians. | 

Patrick Mallam 


2421. Combined Immunization Against Diphtheria, 
Tetanus and Pertussis in Newborn Infants. II. Dura- 
tion of Antibody Levels. Antibody titres after Booster 
Dose. Effect of Passive Immunity to Diphtheria on 
Active Immunization with Diphtheria Toxoid. 

By P. A. pr SANT’AGNESE. Pediatrics, 3, 181- 
194, Feb. 1949. 3 figs., 18 refs. 

Newly born babies were immunized against 
tetanus, diphtheria, and pertussis, and the degree 
of protection was estimated 1 month, 4 months, 
and 1o months after the last injection. The 
number who remained protected against diph- 
theria declined steadily; 104 out of 123 (84.6 per 
cent) were found to have a satisfactory antibody 
titre one month after immunization, 74 out of 
103 (70 per cent) after 4 months, and 44 out of 
57 (77 per cent) after 10 months. On the other 
hand, all the children were found to be protected 


against tetanus at the age of 1 year, although. 


there was a drop in the antitoxin titre. Only 68 of 
125 (54-4 per cent) babies were protected against 
pertussis one month after the last injection, and 
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this number fell to 36 out of 108 (33 per cent) 
4 months later. One group of children was given 
a booster dose at 6 months and another at 1 
year. Of the former, only 1 out of 62 children 
was found to be unprotected against diphtheria 
1o to 30 days later, but this proportion rose to 
5 out of 42 in six months. Of the group given a 
booster dose at 1 year, 20 out of 29 children 
(77 per cent) were found to be protected in 10 
to 30 days. In the case of ‘pertussis agglutinins, 
however, it appeared as if only about 60 per cent 
of infants could develop a protective titre even 
after re-injection, and half of these lost their 
immunity 6 months later. With this, as with the 
diphtheria antitoxin titres, there was a striking 
difference between those re-injected at 6 months 
and at I year, presumably because the immune 
mechanisms of the younger infants were im- 
mature. 

A curious finding was that the decline in diph- 
theria antitoxin titres was more marked in those 
infants in whom high antibody levels were 
achieved initially. 

Although the diphtheria antitoxin present at 
birth did not prevent sensitization of antibody- 
forming tissues to the diphtheria antigen, it did 
decrease significantly the amount of antitoxin 
actively produced in response to basic inocula- 
tion. J. Vernon Braithwaite 

2422. Perspectives in Prematurity. Physiological 
Approaches to an Obstetric Problem. : 

By S. R. M. Reynotps. Amer, J. Obstet. 
Gynec., 58, 65-74, July 1949. 3 figs., 9 refs. 


2423. Health Services for the Premature Infant. 
By J. W. Bass. Texas J. Med., 45, 561-563, 
Aug. 1949. 


2424. The Care of the Premature Baby. 
By H. Deem. N. Z. med. J., 48, 283-289, 
June 1949. 3 figs. 


2425. Care of Premature Babies in Poland as a 
Social Problem. (Opieka nad wczesniakami w Polsce 
jako zagadnienie spoleczne.) 

By R. Bardnski and BIELIcKa. 
polsk., 22, 507-512, 1948. 


2426. Adjustment of Electrolytes and Water Follow- 
ing Premature Birth (with Special Reference to 
Edema). 

By C. A. SmirH, S. YuDKIN, W. Youne, 
A. MinKowskI, and M. CusHMaN. Pediatrics, 3, 
34-48, Jan. 1949. 6 figs., 18 refs. 

Clinical and biochemical data obtained by the 
study of 10 premature babies are analyzed. The 
incidence and significance of oedema in associa- 
tion with prematurity is stressed, and the belief, 
derived from previous work on the subject, that 
oedema is not to be correlated with the level of 
serum proteins, is reaffirmed. Defective renal 
function could not be adduced to explain the 
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frequent occurrence of oedema after premature 
birth, since the amounts of urine voided by these 
infants in the first 2 days of life were actually 
greater than those of full-time infants studied 
under comparable conditions and of similar con- 
centration. Oedematous babies were found to 
have considerably higher blood urea concentra- 
tions than non-oedematous infants, and this again 
was not due to poor renal clearance; in fact loss 
of nitrogen in the urine was greater in the 
oedematous cases than normal. There must, there- 
fore, have been increased tissue breakdown 
associated with the occurrence of oedema, the 
significance of which is doubtful. Before feeding 
was commenced (in no case under 52 hours, 
though water was given to 2 infants from 16 
hours after birth) relatively large amounts of 
sodium, potassium, and nitrogen were lost in the 
urine, and sodium and chloride continued to be 
lost while the oedema was clearing. The factors 
which govern the degree and disappearance of 
oedema are not known, but the similarity between 
the features of this oedema and the administra- 
tion and subsequent withdrawal of desoxycorti- 
costerone in animal experimentation is stressed. 
The large size of the foetal suprarenal gland and 
its degeneration soon after birth should not be 
overlooked; it is suggested that endocrinological 
processes occurring in mother and infant during 
the last part of pregnancy may govern the 
presence of oedema. M. Baber 


2427. Experimental Use of Methyl Testosterone in 
the Premature Infant. 

By G. A. TirtLe. Texas J. Med., 45, 563-564, 
Aug. 1949. 2 refs. 


2428. Prothrombin Deficiency of the Newborn. 

By A. RANpaLt and J. P. RANDALL. Proc. Soc. 
exp. Biol., N.Y., 70, 215-218, Feb. 1949. 18 refs. 

The prolonged prothrombin times observed in 
the case of certain apparently normal newborn 
infants can, in the one-stage technique, be 
restored to a normal time by the addition of 
(1) plasma from normal adults; (2) stored plasma 
from normal adults; or (3) stored serum from 
normal adults. A less pronounced decrease in 
prothrombin time occurred when plasma from 
normal infants with normal prothrombin times 
was added. Variable results were obtained, but 
any decrease in prothrombin time was slight, 
when plasma from patients treated with 
dicoumarol or those with liver disease was added. 
The authors’ conclusion is that the prolongation 
of the prothrombin time is not due to simple 
prothrombin deficiency. They believe that a 
factor is provided by normal and aged plasma 
and serum which accelerates the conversion of 
prothrombin to thrombin and which is absent in 
these newborn infants and perhaps also in patients 
treated with dicoumarol. John F. Loutit 
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2429. Mother-child ABO Incompatibility. A Relation 
of Secretor Status to Mental Deficiency. 

By H. Yaner and R. LieBpermMan. Amer. J. 
Dis. Child., 76, 176-183, Aug. 1948. 17 refs. 

Incompatibility of ABO blood groups in mother 
and child occurs in 20 per cent of all pregnancies. 
Secretion of group substance has often been 
suggested as one of the mechanisms by which 
foetuses are protected from the effects of anti-A 
and anti-B substances, except in very rare in- 
stances. Saliva swabs and gastric juice were 
tested for group substance in 280 children. The 
test antisera used are simply described as of 
‘high titre’’, and it is not clear whether they 
were the same or similar throughout the tests. 
The authors had some difficulty in repeating their 
experiments, and consider that an individual can 
be classed as a non-secretor if his group- 
substance titre is less than 1 in 25, or I in 16 in 
gastric juice, with their technique. 

Using these criteria, they find that in 157 
mentally deficient children whose defect could be 
defined the incidence of AB incompatibility of 
parents was 20 per cent, whereas in 123 ‘‘ un- 
differentiated children ’’ (with no apparent cause 
for mental deficiency) the incidence of AB incom- 
patibility of parents was 31 per cent. Of 20 
individuals whose parents showed AB incompati- 
bility and were non-secretors, 4 had mental 
deficiency of known cause and 16 were “ un- 
differentiated mental deficients’’. Of these 16, 
however, 7 were first-born children. 

On this meagre evidence, the authors conclude 
that serious cerebral damage may occur as a 
result of ABO iso-immunization, without signifi- 
cant involvement of the blood or other organs. 

John Murray 


2430. Some Investigations on the Rh Factor. 
(Quelques investigations relatives au facteur Rh.) 

By J. J. van LocHem. Arch. Ostet. Ginec., 
54, 1-35, Jan.-Feb. 1949. 49 refs. 

The author describes research work carried out 
at the Central Blood Tranfusion Laboratory, 
Amsterdam, on the rhesus factor. He outlines 
the various laboratory methods in current use 
for investigating the Rh factor, and reviews 
methods devised by other authors for determina- 
tion of Rh antibody. 

Of 307 cases of erythroblastosis foetalis agglu- 
tinins were found in the maternal serum in 28 per 
cent, incomplete antibodies in 62.5 per cent, and 
agglutinins and incomplete antibodies in 9.4 per 
cent. Only 3.5 per cent of all the sera contained 
sufficient antibody to be of use for laboratory 
purposes. Artificial immunization of Rh-negative 
male subjects may be used as a method of pro- 
ducing antisera. It is necessary, however, to 
repeat the injection of specific antigens 20 to 
30 times. 

Study of 6,899 donors in Amsterdam revealed 
the following percentages of Rh-negative subjects : 
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Rh-negative (rr or cde/cde) 14.2 per cent, Rh’ 
(Cde/cde and Cde/Cde) 0.59 per cent, and Rh” 
(cdE/cde and cdE/cdE) 0.27 per cent. The sub- 
groups of the Rh factor were determined in 995 
blood samples with the following results: Rh- 
negative (cde) 14.78 per cent, Rh, (CDe) 58.69 
per cent, Rh, (cDE) 12.04 per cent, Rh,Rh, 
(CDE) 11.75 per cent, Rh, (cDe) 1.47 per cent, 
(CDE) 11.75 per cent, Rh, (cDe) 1.47 per cent, 

Most cases of erythroblastosis foetalis are due 
to rhesus antagonism and especially to the factor 
Rh, or D. The syndrome has been caused by 
antagonism within the ABO system. Immuniza- 
tion by M or N antigens or within the P system 
is extremely rare. 

After mentioning the new allelomorph of the 
C antigen, Cw, discovered by Callendar and Race, 
the author describes a case where the E factor was 
responsible for a case of erythroblastosis. He dis- 
cusses the reasons for the* relative rarity of re- 
actions in the ABO groups. He discusses the 
possible role of heterospecific injections in sensitiz- 
ing the maternal organism, and considers that 
vaccination against smallpox is probably un- 
important. It is suggested that incompatibility 
within the ABO groups combined with Rh incom- 
patibility may increase the chances of develop- 
ment of erythroblastosis. 

Exsanguination-transfusion has been practised 
in 65 cases of erythroblastosis in the Netherlands. 
The mortality rate was 12.3 per cent, but if 
deaths due to faulty technique were excluded it 
was 9.2 per cent. Exsanguination-transfusion was 
found to be effective in reducing mortality. Cases 
of nuclear jaundice are, however, not usually 
favourably affected by transfusion. 

Josephine Barnes 


2431. Role of the Placenta and Other Organs in 
Haemolytic Anaemia of the Newborn due to Rhesus 
Antagonism. (De rol van de placenta en andere 
organen bij de haemolytische ziekten van de pasge- 
borene veroorzaakt door een rhesusantagonisme. ) 

By J. J. Van Botuuts. Maandschr. Kinder- 
geneesk., 17, 99-110, 1949. 


2432. Cases of Erythroblastosis Foetalis at the 
Medical Clinic in Warsaw. (Przypadki erytroblas- 
tosis foetalis z i Kliniki Chorob dziec. u.w. w okresie 
1947-1948 r.) 

By J. Koztowsxa. Pediat. Polsk., 22, 555- 
557, 1948. 


2433. A Misconception Concerning the Rh Factor 
and the Interruption of Pregnancy. 

By E. L. KEenpic and R. K. WALLER. Amer. 
]. Dis. Child, 76, 689-693, Dec. 1948. 4 refs. 

The authors describe 2 cases in which interrup- 
tion of pregnancy at an early stage was advised 
on account of the presumed certainty of Rh 
incompatibility between mother and foetus. Both 
women had had Rh-positive babies and erythro- 
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blastotic infants in past pregnancies. The fathers 
had been assumed to be homozygous on the basis 
of previous laboratory reports, which were later 
proved to be incomplete in the one case and 
erroneous in the other. In each case during the 
present pregnancy the titre of incomplete anti- 
body in the mother’s serum rose to a high level, 
and in the first case there was also a qualitative 
change in the antibodies. At delivery both infants 
were healthy and were Rh-negative. The 2 cases 
illustrate the importance of the non-specific 
anamnestic reaction causing a rise in the Rh- 
antibody titre, and the need for re-checking the 
father’s serum in cases of supposed homozygosity. 
W. M. L. Turner 


2434. Influence of Twin Pregnancy on Erythroblas- 
tosis, (L’influence de la grossesse gémellaire sur 
l’érythroblastose. ) 

By L. Hirszretp, I. LILte-SyzszkowIcz, and 
S. Mossor. Sang, 19, 417-419, 1948. 1 fig. 

“An Rh negative woman, whose husband was 
Rh,, had 3 healthy children in success'on. Then 
she had a twin pregnancy. Both babies, born 5 
weeks premature, died after 3 days with pallor 
but no jaundice. Three years later another 
normal girl was born, who, like the second oldest 
child, is Rh,. After another 3 years triplets were 
born, but these died after 3 days of icterus gravis. 
The mother’s blood contained anti-Rh antibodies. 
The authors suggest the probability that multiple 
pregnancy predisposes to erythroblastosis. 

Neumark 


2435. Multiple Pregnancies and Erythroblastosis 
Feetalis. 

By A. Sapowsky and A. Brzezinski. Lancet, 
1, 303-305, Feb. 19, 1949. 7 refs. 

In the authors’ obstetric clinic in Jerusalem 
9.6 per cent of women were Rh-negative. Ery- 
throblastosis foetalis occurred in 0.05 per cent of 
all infants, and in 0.5 per cent of those infants 
born of Rh-negative women. Thirty-two Rh- 
negative women, wives of Rh-positive husbands, 
were selected for study because they had more than 
6 (6 to 14) infants. Their blood was tested before, 
during, and after the last pregnancy in a search 
for Rh antibodies. None was found. The results 
of their 311 deliveries were compared with those in 
a group of similarly multiparous Rh-positive 
women. 


Normal | Pre- 


Still- Mis- | Total 
delivery | mature | births | carriages} No 
at term |delivery 

% % % % 
Rh-negative 86.1 2:2 1.5 99 311 
Rh-positive 85.1 2.8 1.5 10.7 324 


The conclusion is drawn that ‘‘ repeated incom- 
patible pregnancies (6-14) are in themselves in- 
sufficent to cause maternal immunization’’. 

John F. Loutit 
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2436. Hepatic and Pancreatic Lesions in Erythro- 
blastosis Foetalis. (Lésions hépatiques et pancréatiques 
dans |’érythroblastose foetale.) 


By P. Ecoimann. Ann. paediatr., Basel, 172, 
73-98, Feb. 1949. 3 figs., bibliography. 

Recent work on erythroblastosis foetalis has re- 
vealed interesting relations with other diseases. In 
the present paper the degenerative changes occur- 
ring in the parenchymatous organs (liver, brain, 
and pancreas) in this condition are stressed. They 
are of greater importance for the ultimate prog- 
nosis than either the anaemia or the jaundice. 
Various views on their pathogenesis are examined 
and it is accepted that the degeneration is the 
result of haemolysis and of a cytotoxic antigen- 
antibody reaction at the level of the cells or the 
blood-vessels. 

Two cases of hydrops foetalis with liver damage 
are presented. In the first case there was a focal 
intralobular cirrhosis with calcifications, in the 
other case a diffuse intralobular and perilobular 
cirrhosis of the liver and a cirrhosis of the pancreas 
without cyst formation. The lesions were con- 
genital, and antibodies were present in the 
maternal serum. Other possible causes of liver 
damage were excluded. Previously, scant atten- 
tion has been paid to these changes. In 133 papers 
on erythroblastosis foetalis reporting 275 necropsies 
with 226 examinations of the liver 71 cases of 
degeneration in all stages were found. However, 
in 13 out of 15 cases of icterus gravis described 
elsewhere, degenerative signs in the liver have 
been observed. The site of the damage depends 
apparently upon the severity of the disease, that 
is, upon the antibody titre in the maternal blood 
and the antigen activity. Perilobular damage 
occurs in cases of severe intoxication and centri- 
lobular change in milder cases, because the less 
oxygenated centres of the acini have been already 
damaged by a weaker concentration of toxins. 
Diffuse biliary cirrhosis mainly follows cases of 
icterus gravis and it may be justifiable to regard 
this syndrome as a separate entity in erythro- 
blastosis foetalis. 

Changes of the pancreas in erythroblastosis 
foetalis have been infrequently investigated. In 
the series mentioned above only 39 histological 
investigations of the pancreas were carried out; 
foci of erythropoiesis and changes in the islets of 
Langerhans were described. Recently, disturb- 
ances of exogenous function with absence of, or 
abnormal values of, trypsin and diastase have been 
observed in icterus gravis with clinical signs of 
fat intolerance, as well as an association of 
familial cystic fibrosis of the pancreas and 
bronchiectasis with erythroblastosis foetalis. This 
latter condition is also regarded as due to an 
antigen-antibody reaction in the epithelial cells 
of the bronchi, intestinal tract, and pancreas, 
resulting in the production of an_ inspissated 
Secretion. It leads to stasis and subsequently to 
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dilatation and atrophy of the acini and the 
excretory ducts, and to fibrosis of the stroma, 
a more constant sign than cyst formation. The 
second case presented supports this conception. 
M. Dynski-Klein 


2437. A Safe Method of Exsanguination Transfusion 
in the Treatment of Erythroblastosis Fetalis. Report 
of Seven Cases. 

By A. M. Boypen. West. J. Surg. Obstet. 
Gynec., 57, 99-106, Mar. 1949. 1 fig., 13 refs. 

Although exsanguination-transfusion via the 
umbilical vein gives good results when carried 
out shortly after birth, it is unsatisfactory if 
more than 12 hours elapse and thrombosis occurs 
in the vein. The use of the anterior fontanelle as 
a site for the transfusion and withdrawal of blood 
after this time is unsatisfactory owing to the 
difficulty of keeping the cannula in the longi- 
tudinal sinus over a long enough period, and the 
use of heparin to prevent clotting has proved 
dangerous. 

As an alternative, the author describes a safe, 
though tedious, method of accomplishing ex- 
sanguination-transfusion when the umbilical vein 
cannot be used. An incision is made in the groin 
over the termination of the saphenous vein. The 
vein is then isolated and a cannula is inserted 
into it between ligatures, passed up into the 
femoral and external iliac vein, and tied in 
position. Blood is withdrawn, 20 to 30 ml. at a 
time, and equal quantities of citrated Rh-negative 
blood introduced, the object being to exchange 
2 to 2% times the estimated blood-volume (70 
ml. per body weight) which has been shown to 
effect 90 per cent substitution. The author has 
used the technique in 7 cases with success, all 
the babies surviving and remaining well 3 to 15 
months later. A metal cannula was employed in 
the first 2 cases but was later replaced by 
Diamond’s plastic catheter, which was passed up 
to the inferior vena cava. At the end of the 
transfusion, 5 to 10 ml. of 5 per cent calcium 
gluconate is injected into the vein to neutralize 
the large amount of citrate given. From 1 to 3 
hours is taken to complete the procedure. In the 
first of the author’s cases the saphenous vein was 
torn on removal of the cannula, probably because 
insufficient care was taken. In another case the 
baby became dyspnoeic and developed pulmonary 
oedema during the exchange, but recovered when 
the volume of blood exchanged was reduced to 
1o ml. In all cases dissection and isolation of 
the saphenous vein was tedious and difficult, but 
once it had been accomplished smooth exchange 
was easily effected. C. J. Dewhurst 

2438. Treatment of Erythroblastosis Foetalis. 
(Lééenf fetalni erythroblastosy.) 

By A. Bernarp. Cas. Lék. éesk., 88, 755-763, 
July 8, 1949. 4 figs., 8 refs. 
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2439. Prophylaxis of Erythroblastosis with Special 
Reference to Desensitization. (Erythroblastosepro- 
phylaxe unter besonderer Beriicksichtigung der Desen- 
sibilisierung. ) 

By A. W. ScHWENZER. Geburtsh. u. Frauen- 
heilk., 9, 583-602, Aug. 1949. 5 figs., bibliography. 


2440. Breast-feeding and Social Circumstances. 

By R. M. Dykes. Publ. Hlth, London, 62, 
118-120, Mar. 1949. 1 fig., 5 refs. ; 

In this report the author contends that there 
is a lack of satisfactory statistical information 
about breast-feeding, and that the superiority of 
breast-feeding over artificial feeding is still con- 
jectural. The investigation was undertaken to 
estimate the amount and nature of infantile 
sickness, and the survey covered all babies born 
during 1945 in a town of 110,000 inhabitants 
and includes 1,498 cases. 

Statistics show that about one-quarter of the 
infants were no longer breast-fed at the end of 
one month, and that the remainder were weaned 
at a steady rate up to 6 months. At 9 months 
16 per cent were still having one or more breast- 
feeds. Comparison of babies born in hospital with 
those born at home shows that a few more of the 
former were breast-fed than the latter—a fact 
confirmed by other current reports. Investigations 
into family size revealed that the ‘‘ only ’’ child 
enjoyed little advantage over later children; 
although lack of privacy and overcrowding have 
been stated to result in early weaning, a com- 
parison of families from two different social classes 
showed no marked influence in breast-feeding. 

The author finds that in 20 per cent of cases 
breast-feeding is either not established or ceases 
within to days of birth, and that the rate of 
weaning is about 8 per cent per month up to 
6 months, and slows to 6 per cent per month up 
to 9 months. As regards illegitimate children, a 
higher percentage are weaned before ro days, but 
after this the rate is normal. He notes that the 
routine in a hospital encourages breast-feeding 
at regular hours. C. S. Nicholson 


2441. Effects of Cup, Bottle and Breast Feeding on 
Oral Activities on Newborn Infants. 

By H. V. Davis, R. R. Sears, H. C. MILLER, 
and A. J. BroppeEck. Pediatrics, 2, 549-558, 
Nov. 1948. 1 fig., 6 refs. 

The question of the manner in which babies 
should be fed forms the subject of two recent 
articles. In the first the author advocates cup 
feeding as opposed to bottle feeding. It is 
claimed that this method avoids the danger of a 
““ hunger strike ’’ at the time of weaning, because 
the contact between mother and infant is more 
closely maintained, and that for this reason, in 
babies who are not breast-fed, cup feeding is 
preferable to the use of a bottle. As a method of 
feeding children with hare-lip or cleft palate the 
cup appears to be the vehicle of choice, in that 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


the danger of aspiration pneumonia is overcome; 
and the same is true of infants with upper 
respiratory infections and of premature babies. 
The second paper deals with three separate 
groups of 20 babies each who were fed by cup, 
bottle, and breast, respectively, during the first 
1o days of life. The breast-fed group showed 
the stronger sucking reflex [this is, of course, not 
surprising], but there were stated to be few 
significant differences in the ‘‘ measured forms of 
behaviour ’’. The authors admit that they can 
offer no final solution of whether or not the oral 
‘drive ’’ is wholly inborn or entirely learned, or 
is a resultant of both influences. It did seem to 
be clearly brought out that cup-fed babies show 
no signs of frustration. Patrick Mallam 


2442. The Thiamine Requirements of the Normal 
Infant. 


By L. E. Hort, R. L. Nemir, S. E. SNyprr- 
MAN, A. A. ALBANESE, K. C. KeEtron, L. P. Guy, 
and R. CarreTErO. J. Nutrit., 37, 53-66, Jan. 
1949. 12 figs., 10 refs. 


It is considered that in the investigation of 
vitamin requirements the artificially-fed infant 
may present conditions less variable and complex 
than does the adult. In this study 7 healthy 
male infants were placed on metabolism frames 
for a 5-day period each week during which 24- 
hour urine specimens were collected. They were 
fed with a purified diet which was essentially free 
from vitamins, vitamins A, B, C, and D being 
administered as supplements. The aneurin con- 
tent of each 24-hour urine specimen was deter- 
mined fluorimetrically by the thiochrome method 
of Najjar and Ketron, with a correction factor 
introduced for the presence of fluorescent deriva- 
tives of nicotinic acid; it was not considered 
necessary, for the purpose of these experiments, 
to make determinations of ‘‘ pyramine’’ (pyrimi- 
dine decomposition product of aneurin) in the 
urine. After 14 to 21 days on an aneurin-free 
diet, to permit the urinary excretion of aneurin 
to become stabilized at the minimum level, 
aneurin was added in small amounts; the intake 
was increased at intervals of 1 or 2 weeks until 
excretion above the minimum occurred, and was 
then adjusted until excretion was maintained at 
a level just above the minimum. It was found 
that the ‘‘ point of minimum excretion ’’ was con- 
sistently between 1 and 5 pg. daily; the aneurin 
intake which maintained an excretion of 5 to 
10 pg. daily—just in excess of the minimum level 
—was singularly constant between 140 and 200 pg. 
daily for all the subjects; further increase in 
aneurin intake produced a sharp rise in excretion 
of the vitamin on a fairly regular scale, approxi- 
mately one-quarter of the added aneurin being 
excreted as such in the urine. No clinical or 
laboratory signs of aneurin deficiency were ob- 
served in the 7 subjects after 4 to 5 months on 
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the purified diet with an intake of aneurin between 
140 and 200 pg. daily. The figures for minimum 
aneurin requirement, as obtained under the condi- 
tions of this study, are compared with the aneurin 
intake of (a) the average artificially-fed infant, 
and (b) the average breast-fed infant. 

Joseph Parness 


2443. The Behaviour of Ascorbic Acid in Nutritional 
Disease During the First Two Years of Life. (Sul com- 
portamento dell’acido ascorbico nelle malattie della 
nutrizione durante il primo biennio di vita.) 

By T. Capeccut. Arch. ital. Pediat., 12, 309- 
320, 1948. 45 refs. 


From the Paediatric Department of Rome: 


University the author reports on 48 cases of 
“malnutrition ’’ in which he studied the behaviour 
of blood-levels of ascorbic acid, its urinary excre- 
tion, and capillary resistance. Ascorbic acid was 
determined by the method described by Eekelen, 
Emmerie, and Wolff (1937); capillary fragility was 
assessed by the negative-pressure cup method of 
Frontali. The cases were subdivided into 5 
groups, according to the causative factors: simple 
dystrophy and atrophy, carbohydrate dystrophy, 
primary or secondary (infective) toxic dyspeptic 
disorders, alimentary toxicosis, and _ intestinal 
infection with or without toxic manifestations. 
Low values of ascorbic acid in blood and urine 
{as defined by the author] were found in most 
cases. The values were particularly low in the 
group suffering from alimentary toxicosis. In- 
creased capillary fragility was almost always 
associated with low levels in blood; on the other 
hand low levels in blood were not always asso- 
ciated with increased capillary fragility. Clinical 
improvement coincided with a rise in level in the 
blood. Ascorbic acid was given orally (with results 
similar to those achieved by parenteral administra- 
tion) in doses of 200 mg. daily for 4 to 7 days. 
This dosage caused a rapid increase in ascorbic 
acid excretion, a slower return to normal of the 
level in the blood, and, generally, a return to 
normal of capillary fragility. Detailed tables of 
individual findings are appended. P. E. Polani 


2444. Xerophthalmia in Infants and Hepatic Insuffi- 
ciency. (Xérophthalmie du nourisson et insuffisance 
hépatique. ) 

By R. Hover and R. Weexkers. Arch. Ophtal., 
Paris. 9, 39-43, 1949. 20 refs. 

Although xerophthalmia in infants can arise 
from a primary dietary lack of vitamin A, it is 
more commonly due to various upsets in the 
digestive tract which may prevent absorption of 
carotene and fat-soluble vitamins. This also 
occurs (1) in the adult after operations on the 
gastro-intestinal tract; (2) in coeliac disease; (3) 
in ulcerative colitis; (4) in fibrocystic disease of 
the pancreas. More rarely the defect in metabolism 
is in the transformation of carotene into vitamin A 


by the liver, as would appear to be the case in 
the two infants whose clinical notes are given. 

The first patient, one of male twins, developed 
a fluctuating afebrile jaundice at 2 months. At 
3 months he developed marked bilateral conjunc- 
tival xerosis, with early keratomalacia on one side. 
General examination showed that the liver was 
enlarged. The stools contained bile pigment and 
the urine urobilin without bile salts. Blood 
examination: erythrocytes, 2,000,000; leucocytes, 
14,000 per c.mm. Colour index, normal. Absence 
of vitamin A. Calcium, 10.4 mg. per roo ml. 
Phosphate, 3.6 mg. per 100 ml. Phosphatase 18 
Bodanski units. Kahn and Meinicke tests negative. 
Erythrocyte sedimentation rate (Bots and Tess- 
ler), 25. Serum coagulation test (Weltmann), 0.3. 
The last two figures indicate probable severe 
hepatic cirrhosis. By the method of Pratt and 
Fahey (Amer. J. Dis. Child., 1944, 68, 83) it was 
found that absorption of vitamin A through the 
intestine was unaffected. With the daily injection 
of 60,000 units of vitamin A the eye lesions 
rapidly regressed but the general condition became 
worse, the enlarged liver shrinking to much less 
than normal size, and death supervened. In addi- 
tion to the fact that the twin brother, who was 
on an identical diet of condensed milk with added 
sugar, was quite healthy, the laboratory tests 
showed the case to be one of hepatic dysfunction, 
not alimentary insufficiency. 

The second case was that of a premature boy 
aged 7% months. He had been breast fed, with a 
daily supplement of 1,200 units of vitamin A, up 
to 50 days and since then had had condensed milk 
with added sugar. At 3% months redness of both 
eyes was noted and to days later bilateral corneal 
opacity. Fifteen days after the onset of the ocular 
symptoms there was only slight ciliary congestion, 
contrasting markedly with the severity of the 
keratomalacia which involved the whole of both 
corneae. There were two perforations in the right 
cornea and one in the left, all with descemetoceles. 
The state of nutrition was satisfactory (although 
there were signs of mild rickets), the spleen was 
palpable, and the liver extended two _finger- 
breadths below the costal margin. Stools were 
normal and contained bile pigment. Urine con- 
tained much urobilin. Blood vitamin A content 
was II pg. per 100 ml. (normal 25 to 69 pg. per 
1oo ml.). Intestinal absorption test normal. The 
possibility of excessive elimination of vitamin A 
by the kidneys was considered, but on no occa- 
sion was its presence detected in the urine. On 
the administration of 180,000 units of vitamin A 
daily the corneal lesions healed with extensive 
scarring. In this case, although the signs of hepatic 
insufficiency were limited to enlargement of the 
liver and the presence in the urine of urobilin, 
there was certainly no gross dietary deficiency or 
failure of absorption of fat-soluble vitamins to 
which the keratomalacia could be attributed. 

The liver plays two roles in the metabolism of 
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vitamin A: the bile, by emulsifying the fats, per- 
mits the absorption of fat-soluble vitamins, and 
the liver parenchyma transforms the carotene into 
vitamin A. Hence, night blindness from vitamin A 
deficiency is often a feature of cases of severe 
hepatic insufficiency. The xerophthalmia of 
avitaminosis A, according to the most widely ac- 
cepted theory—that of Mellanby—is due to degen- 
eration of the myelin sheaths of the trigeminal 
nerve resulting, in time, in Wallerian degeneration 
of the nerve fibres and Gasserian ganglion. In the 
pre-xerosis stage corneal sensitivity may be 
reduced to one-hundredth of its normal value, and 
the lesions in the nerves of the cornea can be seen 
with the slit-lamp. L. E. Werner 


2445. Infant Mortality. 

By W. J. Martin. Brit, med. J., 1, 438-441, 
Mar. 12, 1949. 2 figs. 

The author, working in the Statistical Research 
Unit of the Medical Research Council, has reviewed 
the course of infant mortality in England and 
Wales during the present century from data tabu- 
lated in official statistics. 

The infant mortality rate was 154 per 1,000 live 
births in 1900 and 41 in 1947. When the observed 
rates for the period 1900-47 are plotted as 
smoothed values on a simple exponential curve the 
average annual rate of decline is 2.58 per cent. 
From the trend of this curve there is no evidence 
to support a claim that there has been an excep- 
tional decline in mortality in the past year or two. 
It is suggested that the rate will continue to 
decline for some years even if no new advances in 
infant care are made. 

Since 1911 it has been shown that the decline 
in mortality rate has been greater in the urban 
than in the rural districts. In that year the mort- 
ality rate progressively increased from south to 
north of the country, and this discrepancy is still 
evident. The decline in rate has been greater 
among girls than among boys, the annual average 
rates of decrease being 2.6 and 2.49 per cent res- 
pectively. 

For all causes of death during the first year of 
life the probability of dying decreases with in- 
creasing age. Efforts to reduce infant mortality 
have been more successful in the later periods of 
the first year of life than in the earlier periods. At 
the present time roughly 4o per cent of all infant 
deaths occur in the first week of life; this is twice 
the proportion of 40 years ago. The greatest decline 
in the mortality has been at ages 9-12 months— 
from one-eighth to one-twentieth of all infant 
deaths. It appears from the decline in mortality in 
the age period 3-12 months that the curves are 
becoming asymptotic, so that there is no evidence 
that there will be much further improvement in 
the rates at these ages. 

The seasonal distribution of infant deaths has 
completely changed. In 1900 the highest rate was 
in the September quarter, but this quarter now has 
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the lowest rate. There are no adequate data to 
explain this, although the diminution in summer 
diarrhoea is responsible for part of the decline. 
Analysis of the diseases responsible for the fall 
is difficult because of the many changes in classi- 
fication in the past 50 years. From a study of the 
rates for quinquennial periods the following con- 
clusions may be drawn. There has been a large 
improvement in the mortality from measles, 
whooping-cough, all forms of tuberculosis, bron- 
chitis, and convulsions. Mortality from convul- 
sions shows the most spectacular fall—from 14.50 
in 1901-5 to 0.83 in 1941-5. The fall in the pneu- 
monia death rate has been small—11.38 in 1901- 
5 to 8.08 in 1941-5. Mortality from prematurity 
and from diarrhoea and enteritis has been almost 
halved in the period, but both are still very 
important causes of death: in 1945 prematurity 
accounted for 24 per cent of the total infant mort- 
ality, diarrhoea and enteritis for 11 per cent. 
Exceptions to the general decline are the rates for 
congenital malformations and injury at birth. Some 
of the increase in death rate from congenital mal- 
formations and from birth injury may be due to 
the larger proportion of first births. The probabil- 
ity of congenital deformity increases with increas- 
ing maternal age, so that from the trend of the 
birth rate a decrease in congenital defects would 
have been expected. L. M. Rose 


2446. Sudden and Unexpected Natural Death. IV. 
Sudden and Unexpected Natural Death in Infants and 
Young Children. 

By S. M. Rasson. J. Pediat., 34, 166-173, Feb. 
1949. 9 refs. 

Sudden and unexpected natural death in infants 
and young children encountered in medico-legal 
practice is chiefly found in male subjects and 
seldom beyond the age of 3 years. Of a group of 
69 patients under 5 years of age studied in detail, 
only 6 were older than 2 years of age. The contri- 
bution of negroes goes far beyond their proportion 
of the population, and is not regarded as a purely 
biologically racial phenomenon. Respiratory 
disease is the great leveller, accounting for almost 
80 per cent of the unexpected deaths in infants. 
Caution may be necessary, however, lest undue 
weight be placed on the role of anatomically minor 
inflammatory changes in the breathing apparatus. 
There is a group of sudden and unexpected natural 
deaths in which the present usual means of investi- 
gation fail to uncover the cause of death. Such 
cases are encountered in apparently normal 
infants, usually between the ages of 4 to 8 months. 
The role of the thymus has yet to be clarified in 
the production of unexpected death. The varia- 
bility of its weight, especially in the newborn 
infant, makes an evaluation of the lethal role of 
size alone exceptionally difficult. A single instance 
of a thymus sufficiently enlarged to have pressed 
upon the upper airway is recorded, but there was 
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no evidence to indicate why the child died when 
it did, and not sooner or later. 

A plea is made for complete necropsy, including 
bacteriological and chemical examination, for judi- 
cious evaluation of necropsy evidence and correla- 
tion with the clinical history, and for a willingness 
to admit inability to fix the cause of death. 

[Author’s summary. | 


2447. The Sex Ratio of Human Stillbirths at Each 
Month of Uterogestation and at Conception. 

By H. H. Stranpskov and H. Bisaccta. Amer. 
]. phys. Anthrop., 7, 131-144, June 1949. 1 fig., 
20 refs. 


2448. Causes of Death of Infants Delivered by 
Cesarean Section. An Analysis of the Cases of 512 
Babies Born During a Twenty-year Period. 

By T. M. Lams. Brooklyn Hosp. J., 7, 4-33, 
1949. 


2449. Mortality Amongst Babies from Injury at 
Birth. 

By W. T. Russet and I. SUTHERLAND. Brit. J. 
soc, med., 3, 85-94, Apr. 1949. 3 figs. 


2450. Pathologic Findings in the Neonatal Period. 

By J. B. Arey. J. Pediat., 34, 44-48, Jan. 
1949. 3 figs., 20 refs. 

The results of consecutive necropsies in 50 live- 
born infants dying in the first month of life are 
described. The great majority of the infants were 
premature; 40 were negro and 10 white. In 43 an 
adequate cause of death was disclosed by the 
necropsy—asphyxia in ro, intraventricular haemor- 
rhage in to, bronchopneumonia in 7, congenital 
syphilis in 5, congenital anomalies in 4, miscel- 
laneous causes in 7, and undetermined causes in 7. 
Comment is made upon the recognized association 
of intraventricular haemorrhage with prematurity, 
and a note is made of the possible significance of 
subependymal haemorrhage as a precursor of intra- 
ventricular haemorrhage. The high incidence of 
infection is also noted; it was present in 25 cases, 
and in 14 (including 5 cases of syphilis) it was 
thought to be the cause of death. 


C. McNeil 


OBSTETRIC OPERATIONS. 


2451. A Ten-year Study of Cesarean Section in 
Rochester and Monroe County, 1937 to 1946. 

By J. K. Quicrey. Amer. J. Obstet. Gynec., 
58, 41-53, July 1949. 


2452. Caesarean Section in the Oslo Gynaecological 
Clinic. (Keisersnitt ved Oslo komm. kvinneklinikk.) 
By K. Sxayaa. Tidsskr. norske Legeforen, 69, 


499-502, Sept. 15, 1949. 
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2453. Vaginal Delivery Following Cesarean Section. 

By H. E. Scumiptz and G. R. Basa. Amer. J. 
Obstet. Gynec., 57, 669-681, Apr. 1949. 40 refs. 

There is some evidence that a well-healed scar 
in the uterus is stronger than the muscle itself. 
Defective scars, however, are weak, the principal 
causes of defect being infection and faulty surgical 
technique. Other factors suggested as contributing 
to scar weakness are the nature of the suture 
material, placental implantation over the scar, and 
over-distension of the uterus. 

In a period from January 1, 1931, to November 
I, 1937, 157 patients were delivered at Lewis 
Memorial Maternity Hospital, Chicago, with a 
history of previous Caesarean section. Of these, 
51 were successfully delivered by the vaginal route. 
In 3 of these patients the uterus ruptured, but 
with no maternal death and only one foetal death 
(3 Ib. 13 oz. (1.8 kg.) foetus). If a patient with a 
previous Caesarean section must be delivered 
vaginally labour must be managed by an experi- 
enced, well-qualified obstetrician at a hospital 
able to meet all emergencies. There should be early 
engagement of the presenting part and a reason- 
able assurance that the scar is well healed. A 
careful watch must be kept for symptoms and 
signs of rupture or impending rupture—pain, 
tenderness, herniation. 

If the risk of rupture of a classical Caesarean 
section scar is 4 per cent and the maternal mortal- 
ity rate after rupture 11 per cent, then the risk of 
maternal death in these cases is 0.44 per cent, 
whereas the basic mortality rate for resection is 
I per cent to 2 per cent. It is safer, therefore, in 
suitable cases, to allow these patients to be 
delivered vaginally. The old dictum ‘‘ Once a 
Caesarean section, always a Caesarean section ’’ 
should be changed to ‘‘ Once a Caesarean section 
not necessarily a Caesarean section ’’. 

D. M. Stern 


2454. A Transperitoneal Caesarean Section Tech- 
nique, Better than the Lower Segment Technique. 
(Una técnica para la cesdérea transperitoneal superior a 
la segmentaria.) 

By E. Bruyjas SerrRAFOSA. An. Med., Barcelona, 
35, 288-298, Aug. 1948. 6 figs. 

The author considers that the lower-segment 
Caesarean operation has certain weaknesses. There 
is little protection of the general peritoneal cavity 
from septic uterine contents, since protective 
swabs become displaced after the baby is delivered 
and the use of the Trendelenburg position favours 
the passage of fluid upwards in the abdomen. 
Measures previously used to prevent this, such as 
suturing the parietal and visceral peritoneum 
together or clamping sheeting to the peritoneum 
of the lower segment, have not been successful in 
practice. Haemorrhage is also sometimes a formid- 
able factor, and can only be dealt with by speed 
in operating. 

A new technique has therefore been developed. 
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The main features of this are the aspiration of 
the uterine contents, the use of clamps to prevent 
haemorrhage, and the closing off of the uterine 
incision from the peritoneal cavity with sutures. 
Penicillin is given before and after the operation. 
Local analgesia is used, followed by ether if neces- 
sary. A sub-umbilical incision is made, and if it 
is desired to have as much as possible of the 
incision in the lower segment the bladder is pushed 
down. Six interrupted sutures are then inserted 
to fix the parietal peritoneum to the uterus, the 
two at the ends of the incision being 20 cm. apart 
and the two on each side 5 cm. from the edge. A 
continuous suture all round is then inserted, and a 
spindle-shaped area of uterus is exposed. It is 
found that these sutures do not tear out when 
the foetus is extracted. 

A small button-hole incision in the uterus is 
then made at the upper end, and the liquor drawn 
off with either a cyst trocar, or an aspirator if 
the membranes have ruptured. After a pause to 
allow the uterus to contract two curved elastic 
gastric clamps are introduced to grasp the wall of 
the uterus, their extremities being separated by 
5 or 6cm. A vertical incision is then made between 
these to within 2 cm. of the lowest suture; this 
incision is found quite bloodless. When the foetus 
is extracted one clamp may have to be removed 
temporarily and replaced, and the clamps may 
tend to slip. After the placenta has been removed 
the uterus is packed temporarily and suturing 
carried out with the clamps in position. In clean 
cases the peritoneal sutures may be removed, but 
in other cases they are left in position, and either 
drainage, fistulization, or marsupialization may be 
carried out, or the abdominal wall may be sutured 
after the application of a sulphonamide powder. 

The author considers that by this technique the 
risks already mentioned are avoided, and that the 
procedure is preferable to the classical operation in 
clean cases and to the extraperitoneal technique in 
infected cases. Bryan Williams 


2455. Extraperitoneal Cesarean Section in the Pro- 
foundly Infected Patient. 

By M. L. McCati. Amer. J. Obstet. Gynec., 
57, 520-531, Mar. 1949. 11 refs. 

In this paper, read at a meeting of the Phila- 
delphia Obstetrical Society, the author states that 
38 per cent of all deaths after Caesarean section 
are due to infection and lists the following contra- 
indications to transperitoneal section: (1) labour 
continuing for over 24 hours; (2) rupture of mem- 
branes over 24 hours previously; (3) attempts at 
delivery by forceps or version; (4) induction of 
labour by bag, bougie, or pack; (5) evidence of 
uterine infection; (6) more than six vaginal exam- 
inations; (7) more than twelve rectal examina- 
tions; (8) dead or damaged foetus. 

In a series of 91 extraperitoneal operations per- 
formed by the Waters or Norton paravesical 
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approach the maternal mortality rate was nil and 
8 foetuses died. Operative technique is not des- 
cribed but brief case records of 18 severely infected 
patients are given. The uterus in these cases con- 
tained pus, and all the patients had high tempera- 
tures before operation. Spinal analgesia was used. 
The author cites as disadvantages of the trans- 
peritoneal route the formation of adhesions with 
peritoneal irritation leading to intestinal obstruc- 
tion. Extraperitoneal section is preferred to 
craniotomy on a dead baby unless the latter is 
easily performed, and Caesarean hysterectomy is 
regarded as dangerous in the infected patient, the 
mortality rate being 2% times that of Caesarean 
section. Patients with free pus in the uterine 
cavity yielding positive cultures of pyogenic bac- 
teria do not develop puerperal sepsis after extra- 
peritoneal section; this fact is due to modern 
post-operative care, prevention of peritoneal soil- 
ing, little trauma, and drainage of the tissues. 
The fact that women with the foulest infections 
may be delivered safely with preservation of child- 
bearing organs is considered a significant advance. 


In the discussion that followed, Briscoe stressed 
the value of chemotherapy and blood transfusion, 
and considered that craniotomy should be limited 
to cases of dystocia with the impacted head low 
in the pelvis, and to the after-coming head. For 
inlet disproportion extraperitoneal delivery is 
safer. In 45 necropsies after sepsis after Caesarean 
section, he found that 80 per cent had died from 
general peritonitis; this could have been avoided 
by using the extraperitoneal route. Willson pointed 
out that craniotomy can be performed without 
increasing the maternal risk and without incising 
the uterus. He considered that Caesarean hysterec- 
tomy would be better treatment for an infected 
uterus with myometritis and extensive abscess 
formation, Paxson stated that he performed extra- 
peritoneal operations on all women in labour 
requiring Caesarean section, Schumann considered 
that many of the 18 patients would have died had 
any form of intraperitoneal operation been per- 
formed. He reserves Caesarean hysterectomy for 


uterine conditions such as fibroids and rupture 


and prefers extraperitoneal section to a difficult 
embryotomy on a dead foetus. Montgomery con- 
sidered that the peritoneum may be more resistent 
to infection than the parametrium and empha- 
sized the importance of drainage after extraperi- 
toneal operation in infected cases. 


[This article undoubtedly strengthens the argu- 
ment for extraperitoneal section but few will agree 
with the list of contraindications to the trans- 
peritoneal approach. | Derek Freeth 


2456. Extraperitoneal Cesarean Section for Poten- 
tially Infected Cases. 

By H. Acosta-Stson. Philippine J. Surg., 4, 
77-80, Mar.-Apr. 1949. 
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2457. Transverse Lower-segment Incision in 
Caesarean Section. (L’incision transversale du segment 
inférieur dans les césariennes basses.) 

By C. RENoN, J. GoGuet, and G. LE CaLvez. 
Rev. frang. Gynéc., 44, 196-200, July 1949. 


2458. My Experience with Symphysiotomy. (Mi 
experiencia con la sinfisiotomia. ) 

By J. S. Aynié. Rev. esp. Obstet. Ginec., 8, 
274-286, July—Aug. 1949. 


2459. Experience with the Barton Forceps in a 
Small Urban Hospital. 

By L. G. Barton. N.Y. St. J. Med., 49, 1825- 
1827, Aug. 1, 1949. 4 refs. 


GYNAECOLOGY. 


General 


2460. Gynecologic Mortality Lessons. 
By H. K. MarsHact and G. Macer. W. J. Surg. 
Obstet. Gynec., 57, 365-387, Aug. 1949. 8 refs. 


2461. Reflection Microscopy in Gynaecology. (Die 
Auflichtmikroskopie in der Gynikologie. ) 

By T. ANTOINE and V. GRUNBERGER. Klin. Med. 
Wien, 4, 575-579, Sept. 1, 1949. 8 figs., 3 refs. 


2462. Study of Vaginal Smears by Phase-contrast 
Microscopy. (Untersuchungen des Vaginal-Smears 
mittels Phasenkontrastmikroskopie.) 

By H. Runce, A. V6GE, and H. HAsELMANN. 
Geburtsch, Frauenheilk., 9, 627-639, Sept. 1949. 
figs. 

2463. Histamine and the Female Genitalia. (Hista- 
min und weibliches Genitale. ) 


By S. P. Berc. Arch. exp. Path. Pharmak., 
206, 638-646, June 15, 1949. 33 refs. 


2464. Experiments with Transillumination of the 


Pouch of Douglas. (Férsék med transillumination av 
fossa Douglasi. ) 

By G. NorpENnstraHL. Nord. Med., 42, 1478- 
1479, Sept. 9, 1949. 1 fig. 


Disorders of Function 


2465. Vascular Congestion and Hyperemia. Their 
Effect on Structure and Function in the Female Repro- 
ductive System. 

By H.C. Taytor. Amer. J. Obstet. Gynec., 57, 
211-230, Feb. 1949. 5 figs., bibliography. 

The problem of indefinite pelvic pain associated 
with ‘‘ cystic ovaries ’’ parametritis, cervicitis, or 
“chronic metritis’’ has long been recognized and 
discussed In this introduction to a study of 105 
cases, the author reviews the literature on the sub- 
ject. The hypothesis of a congestion-fibrosis syn- 
drome is based on the following factors: that the 
circulatory system of the female reproductive tract 
is labile; that such changes in vascular condition 


are possible causes of pain, menstrual variations, 
and other disorders; that these changes may also 
affect other organs—for example, the breast; and 
that the effects of congestion, hyperaemia, and 
oedema are at first reversible but later become 
permanent with changes in the connective tissue 
of the reproductive organs. Circulatory altera- 
tions are due to mechanical, inflammatory, endo- 
crine, and nervous factors. Patients having symp- 
toms from such congestion suffer from emotional 
instability, neuralgias, and palpitation and indi- 
gestion. These symptoms suggest an autonomic 
nervous influence in the production of the syn- 
drome. Kenneth Bowes 


2466. Vascular Congestion and Hyperemia: Their 
Effect on Function and Structure in the Female Repro- 
ductive Organs. Part II. The Clinical Aspects of the 
Congestion-fibrosis Syndrome. 

By H. C. Taytor. Amer. J. Obstet. Gynec., 
57, 637-653, Apr. 1949. 44 refs. 

The basis of many gynaecological symptoms 
and some organic lesions may be a primary vascu- 
lar congestion leading to fibrosis in the organs of 
the reproductive tract. In order to determine the 
clinical characteristics and possible scope of this 
type of disorder 105 patients were studied (of 
whom 95 were between 20 and 4o years of age 
and 78 were married) whose symptoms were sug- 
gestive of chronic pelvic congestion. The principal 
menstrual symptoms were alteration in the fre- 
quency, duration, or amount of flow associated 
with discomfort or pain of congestive type. Inter- 
menstrual bleeding was reported by 27 patients. 
The uterus was often enlarged and tender and the 
ovaries cystic or fibrotic. There was backache, 
which was made worse by standing and by the 
approach of the menstrual period, and dyspareu- 
nia. The parametrium was thickened and tender 
and the cervix eroded or hypertrophied. Attacks 
of acute abdominal pain occurred occasionally and 
some patients complained of vulval pain, pruritus, 
dysuria, painful defaecation, or tenesmus. The 
pelvic symptoms were accompanied in many cases 
by pain in the breasts, with tenderness and nodul- 
arity. Associated nervous symptoms were fre- 
quently present, consisting of localized disturb- 
ances of sensation, symptoms referable to special 
organs, general symptoms of nervous tension, dis- 
turbances of sexual function, and disturbances of 
mood and other psychiatric manifestations. There 
was a generally lowered fertility in patients of the 
group. D. M. Stern 


2467. Vascular Congestion and Hyperemia: Their 
Effect on Function and Structure in the Female Repro- 
ductive Organs. Part III. Etiology and Therapy. 

By H. C. Taytor. Amer. J. Obstet. Gynec., 
57, 654-668, Apr. 1949. 1 fig., bibliography. 

Factors in the aetiology of the congestion-fibrosis 
syndrome previously described are constitution, 
posture, fatigue, malposition of the uterus, and 


- 
, 


II22 


constipation. In some cases previous inflammation 
of the genital organs seems to be responsible for 
the onset of symptoms. After the menopause the 
symptoms disappear, but there was no evidence 
from the cases studied by the author that oestro- 
gens had been primarily responsible for the con- 
dition of the patient. Disturbances of the sym- 
pathetic nervous system might have played a part 
in causing the disease. 

Treatment for the most part is unsatisfactory 
and consists of general measures, including rest, 
mental calm, mild exercise, diet, and elimination 
of alcohol. Local measures directed towards a 
clearing up of infected tissue, dehydration, and 
the stretching or anaesthetization of the painful 
utero-sacral ligaments are disappointing. Endo- 
crine therapy has sometimes been useful, especially 
when androgens are employed, and occasionally 
surgical procedures, such as_ ventro-suspension, 
are satisfactory. Of 58 patients observed by the 
author one was cured (by hysterectomy), 28 were 
improved, in 27 there was no change, and 2 
became worse. 

In deciding the treatment of any particular case 
a careful investigation of the aetiology is advis- 
able, with an attempt to determine the principal 
causative factor. D. M. Stern 


2468. The Limits of Hormone Depot Treatment. 
(Grenzen der Hormondepotbehandlung. ) 

By K. HERRNBERGER and H. MEINRENKEN. 
Geburtsh. Frauenheilk., 9, 481-492, July 1949. 
1 fig., 39 refs. 

2469. Indications for Hormonal Pellets in the 
Therapy of Endocrine and Gynecic Disorders. 

By R. B. GREENBLATT and R. R. SuRAN. Amer. 
J. Obstet. Gynec., 57, 294-301, Feb. 1949. 6 figs., 
£7 refs. 

This is a description of an effective and simple 
method of injecting hormones by means of the 
Kearns pellet injector, which consists of a needle 
large enough to allow the introduction of small 
cylindrical pellets, with details of their absorption 
over 200 days. This procedure is simple enough to 
be used in the out-patient department, and is 
therefore indicated in any case in which prolonged 
dosage of endocrines is required; it is claimed that 
the endogenous rate of hormone secretion is more 
nearly approached by this method. Some case 
histories quoted also suggest that greater physiol- 
ogical absorption is obtained in this way than by 
repeated injections. A list of indications and con- 
tra-indications is given. 

[This article should be read in the original, as 
this therapy is highly specialized and some of it, 
of necessity, is controversial. The method is 
extremely attractive. | A. F. Anderson 


2470. The Action of Oestrogens on the Uterus and 
Vagina. [In Russian. ] 

By E. N. Petrova and M. M. ABRomova. 
Akush. Ginek., No. 2, 9-15, 1949. 3 figs. 
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An experiment was undertaken to assess the 
uterine and vaginal changes after prolonged appli- 
cation of oestrogens, 62 mice being given sub- 
cutaneous injections of 400 i.u. of oestrogen per 
week. A small number of these animals received 
implantations of approximately 10,000 i.u. of 
oestrogen. After the large doses of oestrogen the 
subepithelial layers of both vagina and uterus 
reacted with swelling and eosinophil leucocytosis. 
After 9 to 10 months sclerotic changes took place 
in the vessels and the epithelium became hypo- 
plastic. E. W. Cellis 


2471. Treatment with Progesterone Crystals. (Die 
Therapie mit Progesteronkristallen. ) 

By E. J. Protz. Geburtsh. Frauenheilk., 9, 
492-498, July 1949. 2 figs., 9 refs. 


2472. Precocious Puberty of Intracranial Origin. 
By C. E. Trovanp and C, A. Brown. J. Neuro- 
surg., 5, 541-555, Nov. 1948. 6 figs., bibliography. 
A most interesting and important description is 
given of a case of precocious puberty associated 
with the finding in the pituitary region of a 
tumour, which proved to be an ectopic pinealoma. 
Of the 13 described in the literature, this is the 
only case of precocious puberty associated with 
an ectopic pinealoma. A clear exposition is given 
of the part the pineal gland is thought to play in 
endocrine dysfunctions. The author’s tentative 
conclusion is that precocious puberty is essentially 
due to a dysfunction of the tuber cinereum which 
gives rise to the syndrome either by compression, 
destruction, or stimulation. 
G. F. Rowbotham 


2473. Complications of Gonadotrophin Therapy in 
Ovarian Insufficiency. (Komplikationer ved gonado- 
tropinbehandling af ovarialinsufficiens. ) 

- By R. Movin. Nord. Med., 41, 247-251, Feb. 
II, 1949, 41 refs. 

By Rydberg’s method in which serum and 
chorionic gonadotrophins are both given in cases 
of amenorrhoea and sterility, 28 patients suffer- 
ing from secondary amenorrhoea or infrequent 
menstruation were treated at the Copenhagen 
Communal Hospital. Injections of 3,000 i.u. 
‘‘antex’’ (serum gonadotrophin) were given on 
alternative days to a total of 15000 units, 
followed by injections of 1,500 i.u. of ‘‘ physex”’ 
(chorionic gonadotrophin) on alternate days to a 
total of 4,500 units. In about half of the cases 
menstruation occurred after the injections. Three 
patients had definite symptoms associated with 
the treatment. Two were older women (aged 36 
and 29), and one aged 18 had very marked reac- 
tion indeed after the first physex injection. In all 
3 cases ovarian enlargement took place, in the 
older women to about the size of a hen’s egg; in 
the young girl there was enormous enlargement of 
both ovaries and acute abdominal pain. Lapar- 


R 
ot 
n 
ae 01 
ae w 
th 
ck 
ae oc 
4 (2 
bt 
gi 
pr 
ca 
fa 
an 
ex 
es} 
tic 
in 
me 
m¢ 
94 
sm 
ces 
int 
pic 
inj 
20% 
det 
val 
vel 
gre 
tio 
2 
Sys 
] 
58, 
Ins 
gen 
2 
E 
Aus 


REVIEW OF CURRENT LITERATURE 


otomy was performed because appendicitis could 
not be excluded. The ovaries had undergone 
marked cystic changes, with haemorrhage into the 
cysts and into the interstitial tissue. The right 
ovary had also ruptured. No resection was neces- 
sary. The size of the ovaries returned to normal 
within 3 weeks. 

There seem to be three possible explanations of 
these reactions: (1) individual susceptibility to 
chorionic gonadotrophin—but no _ reactions 
occurred in 150 patients treated by physex alone; 
(2) sensitivity to serum gonadotrophic hormone— 
but all reactions happened only after an additional 
injection of chorionic gonadotrophin had been 
given; (3) the occurrence in a susceptible individual 
of too extensive a follicular response to the serum 
preparation, after which the chorionic hormone 


causes hyperluteinization. This last is the theory — 


favoured by the author. 

The literature of such complications is reviewed, 
and the author considers that caution should be 
exercised in the use of this rhythmic therapy, 
especially in the young. In such cases, modifica- 
tion of the doses of serum preparation would seem 
indicated. Kenneth Bowes 


2474. Intra-uterine Employment of Follicular Hor- 
mone. (Intrauterinné pouzitie folikularneho hor- 
monu.) 

By T. K4roryi. Ceskoslov. Gynaek., 14, 88- 
94, 1949. 3 refs. 

If follicular hormone is introduced into the 
uterine cavity, results are achieved with much 
smaller doses and in cases treated unsuccessfully 
before. Starting on the third or fourth day after 
cessation of the menstrual flow the author injects 
into the uterine cavity 5 mg. of oestradiol dipro- 
pionate on the first, third, and fifth days, and 
injects intramuscularly 1 mg. of oestradiol ben- 
zoate on the second and fourth days. He gives 
detailed accounts of 4 cases of infantile uterus with 
various menstrual disorders, in which he achieved 
very striking results, causing menstrual flow and 
growth of the uterus, after only one series of injec- 
tions. A. Rohan 


2475. The Effect of Stilbestrol on the Hematopoietic 
System in the Human Subject. 

By K. J. Karnaxy. Amer. J. Obstet. Gynec., 
58, 404-406, Aug. 1949. 26 refs. 


2476. Stages in the Evolution of Primary Ovarian 
Insufficiency. (Etapas evolutivas de la insuficiencia 
genital ovarica primaria.) 

By W. K. SrEcHerR. Obstet. Ginec. lat.-amer., 
7, 203-222, June 1949. 


2477. The Treatment of Ovarian Insufficiency by the 
Implantation of ‘‘ Cyren A.’’ (Die Behandlung der 
Ovarialinsufizienz mit Cyren A-implantationen.) 

By G. GaEHTGENS. Arztl. Forsch., 3, 401-414, 
Aug. 25, 1949. 38 figs. 
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2478. Dienesterol, an Orally Active Synthetic 
Estrogen. A Clinical Evaluation. 

By C. S. Poote, H. Dusrow, and R. I. WatTER. 
Sinai Hosp., 16, 121-124, July-Aug. 1949. 

refs. 


2479. Clinical Testing and Clinical Experience with 
‘*Farmacyrol ’’, a new Oestrogenic Hexadiene Deri- 
vative Highly Effective by Mouth. (Klinische Testie- 
rung und klinische Erfahrungen mit ‘‘ Farmacyrol’’, 
einem neuen dGestrogenen, peroral hochwirksamen 
Hexadienderivat. ) 

By H. Haun. Zbl. Gynik., 71, 338-351, 1949. 
Ir figs. 


2480. Progesterone: A Comparison of Intra-muscu- 
lar, Oral and Sublingual Routes of Administration. 

By W. Bickers. J. clin. Endocrinol., 9, 736- 
742, Aug. 1949. 3 refs. 


2481. Heterosexual Hormone Therapy. (Hormono- 
thérapie sexuelle hétérologue. ) 

By — GILBert-DreyFus. Sem. H6ép. Paris, 25, 
2187-2192, July 10, 1949. 


2482. The Hyperfolliculin Syndrome and its Treat- 
ment with a Combination of Testosterone and Proges- 
terone. (Le syndrome hyperfolliculinique et son 
traitement par l'association testostérone-progestérone. ) 

By — GILBERT-DrREyYFus. Sem. Hép. Paris, 25, 
2171-2174, July 10, 1949. 7 refs. 


2483. Magnesium Gluconate in Functional Uterine 
Disturbances. (El gluconato de magnesio en los dis- 
turbios funcionales del titero.) 

By M. L. J. RosenvasserR, and M. 
FRUMENTO DE CARBONE. Obstet. Ginec. lat.-amer., 
7, 171-183, May 1949. 20 refs. 


2484. Ectopic Sebaceous Glands in the Female 
Genitalia and their Relation to Ovarian Dysfunction. 
(Zur Kenntnis der ektopischen Talgdriisen am weib- 
lichen Genitale und ihrer Beziehungen zu ovariellen 
Dysfunktionen.) 

By H. Fripericn and M. Geburtsh. 
u. Frauenheilk., 9, 645-651, Sept. 1949. 2 figs., 
22 refs. 


2485. The Pathogenesis of Functional Disturbances 
of Menstruation. (Die Pathogenese der zyklischen 
Funktionsstérungen. ) 

By H. HeEsBerer. Arztl. Forsch., 3, 414-420, 
Aug. 25, 1949. Bibliography. 


2486. Study of Menstrual Disturbances in the 
Tuberculous Woman. Parts I and II. (Estudio de las 
perturbaciones menstruales en la mujer tuberculosa.) 

By A. AcHarp. Arch. urug. Med., 34, 25-43 
and 143-160, Jan. and Feb. 1949. 6 figs., 20 refs. 


2487. Amenorrhoea in Tuberculosis. 
y tuberculosis.) 

By A. Srasite. Hoja tisiol., 9, 144-150, June 
1949. 


(Amenorrea 
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2488. Some Tests Applied to the Physio-patho- 
logical and Hormonal Diagnosis of Amenorrhoeas. 
(Algunas pruebas aplicadas al diagnostico fisiopato- 
logico y hormonal de las amenorreas.) 

By A. DE La Batze. Arch. urug. Med., 34, 1-9, 
Jan. 1949. 10 refs. 


2489. Neostigmine in Secondary Amenorrhoea. 
(Prostigmin bei sekundiren Amenorhhoen.) 

By K. ScHuLer. Dtsch. med. Rdsch., 22, 613- 
614, July 23, 1949. 5 refs. 


2490. Senile Hematocolpos. 
By N. Atpers. Lancet, 2, 513-514, Sept. 17, 
1949. 12 refs. 


2491. Cryptomenorrhea. Congenital and Acquired. 
By T. L. Batt and R. G. Douctas. Amer. J. 
Surg., 78, 40-49, July 1949. 7 figs., 22 refs. 


2492. Metrorrhagia Treated with Testosterone. 
(Testosteron ved metrorrhagi.) 

By G. StaKEMANN. Nord. Med., 42, 1431-1432, 
Sept. 2, 1949. 13 refs, 


2493. Metropathia Haemorrhagica. 
By G. Rooproex. Belg. Tijdschr. Geneesk., 5, 
781-793, Sept. 1, 1949. Bibliography. 


2494. Functional Uterine Bleeding. 
By J. J. Freymann, Neb. St. med. J., 34, 
250-254, July 1949. 10 refs. 


2495. Action of Curare in Dysmenorrhoea, (Acao 
do curare na dismenorreia.) 

By A. A. QuiNneEt. An. brasil. Ginec., 27, 291- 
298, Apr. 1949. 3 refs. 

Favourable results were obtained in dysmenor- 
thoea by intramuscular or subcutaneous injection 
of ‘‘intocostrin’’, 20 units, or by subcutaneous 
injection of a Brazilian curarizing agent, ‘‘ kondro- 
curare’’, a hydrochloride of the dimethyl ether 
of methylbebeerine. The latter is more potent than 
intocostrin, 0.125 mg. of the former correspond- 
ing to 1 mg. of the later. In a first series of 17 
menstrual cycles in which intocostrin was given 
intramuscularly disappearance of pain was reported 
by all but one of the 7 patients, but duration of 
relief varied from 1 hour in one case to more than 
24 hours in 3. Only one patient had no return of 
pain during the cycle. Relief began within 5 to 8 
minutes. Ten patients received subcutaneous injec- 
tions of intocostrin and 7 reported disappearance 
-of pain throughout menstruation but onset of anal- 
gesia was slower. In the last series of 14 cases 
treated with kondrocurare in doses of 0.062 to 
‘0.125 mg. the smaller dose was satisfactory, com- 
plete relief being obtained in 8 out of 9 cases. 
Associated symptoms such as headache were 
usually also alleviated. On account of the small 
dose employed other effects of curare were mild, 
except in one case jn which disturbance of respira- 
tion was successfully treated with neostigmine. 
‘The drug had no effect on menstrual loss or on 


subsequent cycles. In several cases instrumental 
dilatation of the cervix without anaesthesia was 
facilitated but painful. S. S. B. Gilder 


2496. Magnesium in Dysmenorrheea. 

By W. L. Raw tincs, Med. J. Aust., 1, 61-64, 
Jan. 15, 1949. 

The causation of dysmenorrhoea is obscure and 
in some cases a psychological factor may be at least 
a predisposing element. The degree of pain suffered 
can only be judged by the individual reactions of 
the patient and the effect of treatment assessed 
by the relief obtained in that particular individual. 
Magnesium in concentrated doses acts as a depres- 
sant of nerve and muscle with a curare-like action. 
Experimental work has shown that magnesium in 
small amounts abolishes spasm in the uterine 
muscle but will not interfere with rhythmic con- 
tractions. It therefore appears to be an ideal 
uterine sedative. The author recommends a dose 
of 20 gr. (1.3 g.) Magnesium gluconate once daily 
for 7 days before the expected date of menstrua- 
tion and on the first day of the period in cases of 
premenstrual dysmenorrhoea. In cases of mens- 
trual dysmenorrhoea treatment is given for 4 days 
before and for the first 3 days of the period. Of 
19 patients with premenstrual dysmenorrhoea 
treated 5 were cured, 2 were not benefited, and 
12 were relieved. Of 18 patients with menstrual 
dysmenorrhoea 5 were cured, 1 was not benefited, 
and 12 were relieved. Gladys Dodds 


2497. The Use of Aminophylline in Primary Dys- 
menorrhea. 

By H. E. ANnpDERSON and A. R. McIntyre. 
Nebraska St. med. J., 34, 17-19, Jan. 1949. 6 refs. 

Laboratory experiments showed that amino- 
phylline will inhibit or abolish uterine contrac- 
tions produced by either acetylcholine or ‘‘pitocin’’ 
in the guinea-pig uterus whether under the influ- 
ence of eserine or not. The guinea-pigs tolerated 
huge doses of aminophylline over a considerable 
time without toxic effects. The results are recorded 
of treatment of severe dysmenorrhoea with amino- 
phylline in 100 young women. Of these 50 were 
nurses treated without pelvic examination and 50 
were patients who had been completely examined 
and in whom no pelvic lesions had been found. A 
compound tablet was used containing % gr. (32 
mg.) aminophylline, 2 gr. (130 mg.) ‘‘ acetophene- 
tidin aspirin’’, 1% gr. (0.1 g.) sodium iron pyro- 
phosphate, and % gr. caffeine. Two tablets were 
given every 2 hours to a maximum of 5 tablets 
per day. Satisfactory relief was obtained in 70 
cases, partial relief in 16, and no relief in 14 cases. 
Aminophylline prescribed alone gave satisfactory 
results in 60 per cent of cases. The compound 
tablet, however, seemed to give greater relief. 

M. A. Dobbin Crawford 

2498. Dysmenorrhoea. 

By A. J. Wrictey. Lancet, 2, 447-451, Sept. 
To, 1949. 8 refs. 
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2499. The Effects of Various Estrogenic Prepara- 
tions. II. Changes in the Vaginal Mucosa and General 
Status of Climacteric Women Following the Injection 
of Aqueous Suspensions of Estrone and Estradiol. 

By M. Voce, T. H. McGavack and J. MELLow. 
Amer. J]. Obstet. Gynec., 57, 682-691, Apr. 1949. 
4 figs., 4 refs. 


Twenty-three women with climacteric symp- 
toms have been treated successively with aqueous 
suspensions, containing respectively 2 mg. estrone, 
4 mg. estrone, 0.5 mg. estradiol and 1 mg. estra- 
diol. A minimum period of 3 weeks has been 
allowed to elapse between each two subcutaneous 
injections. A total of 80 tests has been made. 
Control vaginal smears were taken daily for 
several days prior to therapy and dailv thereafter 
for an average period of 11 days. Approximately 
1,100 vaginal smears have been examined. The 
injection of estrogen was followed by some degree 
of follicular stimulation of the vaginal epithelium 
in 69 per cent »f the test subjects. The average 
‘‘lag-time ’’ following the injection of (a) 2 mg. 
of estrone was 120 hours; (b) 4 mg. of estrone, 
1o1 hours; (c) 0.5 mg. of estradiol, 99 hours; and 
(d) 1 mg. of estradiol, 91 hours. Estrogenic effects 
on the vaginal mucosa due to the injection of (a) 
2 mg. of estrone lasted 120 hours; (b) 4 mg. of 
estrone, 110 hours; (¢) 0.5 mg. of estradiol, 110 
hours; and (d) 1 mg. of estradiol, 104 hours. The 
height of the estrogenic response in the vaginal 
mucous membrane varied widely and could not 
be correlated with the amount of hormone adminis- 
tered. Certain factors involved in producing alter- 
ations in the objective response have been discus- 
sed. Symptomatic relief was experienced by 21 of 
23 women following injection of one or more estro- 
genic preparations. A cumulative action could be 
demonstrated as a result of repeated injections. 
Complete or partial amelioration of climacteric 
symptoms cannot be directly correlated with the 
objective response.—[Author’s summary. ] 


2500. A Clinical Evaluation of Ethinyl Estradiol in 
the Menopause. 

By H. Duprow, C. S. Poorer, and R. I. WALTER. 
N.Y. St. J. Med., 49, 1828, Aug. 1, 1949. 5 refs. 


2501. Causation of Menopausal Symptoms and their 
Treatment with Small Doses of Irradiation to the 
Diencephalon. (Ueber die Causalitiit der Molimina 
climacterica und deren Therapie mit kleindosigen 
Zwischenhirnréntgenbestrahlungen. ) 

By R. BrrKNer and J. TRAuTMANN. Strahlen- 
therapie, 79, 165-176, 1949. Bibliography. 


2502. The Effect of Ethinyl O6cstradiol on the 
Deficiency Symptoms of the Menopausal Woman. 
(Ueber die Wirkung des Athinyl-Ostradiols auf die 
Ausfallsercheinungen von klimakterischen Frauen.) 

By F. Horrman. Geburtsh. Frauenheilk., 9, 
7094-708, Sept. 1949. 1o refs. 
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2503. Oral Estrusol Therapy in the Menopause. 
By B. B. WEINSTEIN and C. L. BUERGER. New 
Orleans med. Surg. J., 102, 66-68, Aug. 1949 


2504. Pathogenesis, Aetiology and Treatment of 
Leucorrhoea. (Pathogenese, Atiologie und Therapie 
des Fluor genitalis.) 

By H. Haun. Dtsch. Gesundhwes., 4, 685-690, 
July 28, 1949. 


2505. Biological Factors Affecting Family Size. 

By F. A. E. Crew. Brit. J. soc. Med., 3, 1-9, 
Jan. 1949. 51 refs. 

Attention has been drawn to the socio-economic 
causes of deliberately restrained fertility, thus 
limiting the size of families, but there has been 
a tendency to overlook certain limiting biological 
factors. Not less than 10 per cent of all marriages 
remain fruitless, and a large number fail to pro- 
duce more than one pregnancy. After a second 
pregnancy the powers of reproduction definitely 
decline. Diseases of the male and female genital 
tract are obvious causes of limitation, but it is not 
thought that extrauterine contraception affects 
fertility. It is also suggested that much of existing 
infertility is the expression of the action of psych- 
ological factors. 

It is suggested that in man there are fertility 
genes, as have been proved to exist in other forms 
of life. There are also genes which slay individuals 
possessing them before the reproductive phase of 
life is reached or finished, thus limiting the size 
of sibships or extinguishing them, as occurs in 
phenotypes of certain pedigrees. A limiting factor 
which is considered is the biological nature of the 
human female who is characteristically monoto- 
cous and behaves in accordance with her repro- 
ductive habits. This, and the fact that paternal 
and communal care are more highly developed in 
the human being, thus tending to reduce infant 
and child mortality, indicate that monotocia at 
least satisfies, if not increases, population size. On 
the other hand, it is generally agreed that poly- 
tocia is hazardous, not only to the offspring but 
also to the mother. The reproduction rate appears 
to have a direct influence on maternal and infant 
mortality and stillbirth rates, which would tend 
to decrease if there was adequate spacing between 
pregnancies. This is also true with regard to parity 
and maternal age, and it seems either that the 
effects of reproduction are cumulative, or else that 
the reproductive efficiency of the human female 
deteriorates. It is shown that the first pregnancy 
is more hazardous than the second (which is the 
least risky of all) for both mother and child, and 
an investigation should be planned to discover 
whether this can be overcome, 

It is suggested that the human female is not 
built for the efficient production of more than 
4 children, and popular opinion tends to support 
this view. In order to maintain the population at 
its present level the average family size should be 
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about 2.5, which means that a large number of 
families would have to consist of 4 or 5 children. 
It would therefore seem that a mother should 
produce 3 children while she is still young, and 
married couples and their offspring showing extra- 
ordinary health should be encouraged to produce 
additional children. If large families are to be 
discouraged, not less than 50 per cent of parents 
having families of one, two, or three offspring 
would have to produce an additional child in order 
to maintain the total population size. 
A. Trevor Jones 


2506. The Routine Management of the Infertile 
Couple in Private Practice. 

By C.O. McCormick, Jr. J. Indiana med. Ass., 
42, 791-795, Aug. 1949. 6 refs. 


2507. Sterility Studies in Private Practice. 
By E. L. Kine and J. S. Herrinc. Amer. J. 
Obstet. Gynec., 58, 258-266, Aug. 1949. 5 refs. 


2508. Symposium on Gynecologic Problems. 
Sterility. 

By R. LurKxarr, Neb. St. med. J., 34, 245-247, 
July 1949. 6 refs. 


2509. Female Infertility Investigation. 
By D. M. Low. Bull. Acad. Med. Toronto, 22, 
238-243, Sept. 1949. 7 refs. 


2510. Female Sterility and its Treatment. (Die 
weibliche Sterilitat und ihre Behandlung.) 
By F. Siecert. Zbl. Gynik., 71, 367-390, 1949. 


2511. Report on 328 Pregnancies After Hystero- 
salpingography. (Berlicht iiber 328 Schwangerschaf- 
ten nach Hysterosalpingographie. ) 

By E. ScHuttzE-JeNa. Geburtsh.u. Frauenheilk., 
9, 554-564, Aug. 1949. Io refs. 


2512. Evaluation of Tubal Permeability. (Evalua- 
tion de la perméabilité tubaire.) 

By R. Parmer. Rev. frang. Gynéc., 44, 181- 
195, July 1949. 23 refs. 


2513. Surgical Treatment of Tubal Sterility. 
(Tubarsterilitetens Kirurgiske behandling.) 

By E. Byorco. Tidsskr. norske. Legeforen, 18, 
478-479, Sept. 1, 1949. 3 refs. 


2514. Treatment of Hormonal Sterility with Ovarian 
Extracts. (Die Behandlung der hormonalen Sterilitat 
mit Ovarialextrakten.) 

By W. RoseLer. Dtsch. med. Wschr., 74, 
873-874, July 15, 1949. 15 refs. 


2515. Is the Employment of the Fehling Method of 
Treating Sterility by Dilatation and Lavage still 
Justified? (Ist heute noch die Anwendung der 
Fehlingschen Dilatations und Spiilker berechtigt?) 

By H. Scuuipp. Zbl. Gynik., 71, 390-393, 1949. 
44 refs. 


2516. Results of Bilateral Ovarian Wedge Resection 
in 47 Cases of Sterility. Twenty-year End Results: 75 
Cases of Bilateral Polycystic Ovaries. 

By I. F. Stem, M. R. CouHEN, and R. Etson. 
Amer. J. Obstet. Gynec., 58, 267-274, Aug. 1949. 
2 figs., 8 refs. 


2517. Spermatolysis: A Cause of Male Sterility. 

By C. Yitpiran. Brit. med. J., 1, 575-576, Apr. 
2, 1949. 

The author describes an investigation of 75 
males at a urological clinic in Istanbul; in 5 cases 
after periods varying from 2 to 5 hours, agglutin- 
ation and dissolution of spermatozoa occurred. 
This phenomenon he calls spermatolysis. He sug- 
gests that this may be a cause of sterility. The 
fresh specimens were apparently normal [but no 
details are given of the semen analysis in any of 
these cases]. In 2 cases it appeared that the factor 
causing lysis was in the prostatic fluid, which, 
when added to the semen of normal controls, 
caused a similar lysis. The author suggests that 
there may be a ‘‘ spermatolysin ’’, and stresses the 
importance of repeated examination of semen. 
[There is no evidence that the wife was examined, 
or that the Sims post-coital test was performed. If 
this theory is correct lysis should take place in 
the vagina. Since semen does not enter the uterus 
normally, the early entry of the spermatozoa into 
the uterus might ensure their escape from disinte- 
gration; all these factors require investigation 
before spermatolysis is accepted as a cause of 
sterility. | B. Sandler 


2518. Investigation of Fertility in the Male. 
By C. M. Spooner, Bull, Acad. Med. Toronto, 
22, 244-250, Sept. 1949. 1 fig. 


2519. The Number of Motile Spermatozoa as an 
Index of Fertility in Man: A Study of 406 Semen 
Specimens. 

By E. J. Farris. J. Uvol., 61, 1099-1104, June 
1949. 1 ref. 


2520. The Role of the Hyaluronidase in Human 
Sterility. [In Hebrew. ] 

By I. Harsrecut. Harefuah, 37, 15-16, July 
15, 1949. 7 refs. 


2521. Artificial Insemination with Modified Seminal 
Fluid. Some Biochemical Properties of Seminal 
Hyaluronidase. 

By R. pER. Baronpes, D. I. Levine, M. 
FEINSTEIN, and T. J. Kane. Ann. West. Med. 
Surg., 3, 191-194, June 1949. 8 refs. 


Anomalies of the Reproductive Organs 


2522. Combined Renal and Genital Anomalies. 
By E. D. Y. Grassy. Guy’s Hosp. Rep., 97, 
235-241, 1948. 6 figs., 7 refs. 
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2523. Vulvar Fusion. 
By P. Now tin, J. R. Apams, and B. C. NALLe. 
J. Urol., 62, 75-79, July 1949. 1 fig. 12 refs. 


2524. Posterior Vaginal Hernia with Neck at the 
Level of the Posterior Fornix. (Elytrocéle vaginale 
avec collet au niveau du cul-de-sac postérieur.) 

By M. Brocg. Mém. Acad. Chir., Paris, 75, 
601-603, June 29, 1949. 


2525. Congenital Absence of Vagina. 
By E. C. Marner. J. Lancet, 69, 271-274, Aug. 
1949. 2 figs., 12 refs. 


2526. Gonads, Adrenals and Intersexuality. 
English. 

By O. M. bE VaaL. Gynaecologia, Basel, 128, 
205-222, Sept. 1949. 25 refs. 
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2527. Prolapsus Uteri in Nullipara, With Reference 
to the Etiological Role of Occult Spina Bifida. 

By B. E. Jacosy. Amer. J. Obstet. Gynec., 57, 
757-760, Apr. 1949. 10 refs. 

The author reports 19 cases of nulliparous 
prolapse seen in the Department of Gynaecology, 
University of Pittsburgh, from January, 1934, to 
April, 1947, with an incidence of 1.97 per cent. 
He discusses the predisposing factors with special 
reference to spina bifida occulta, describing two 
cases in detail. This represents an incidence of 
22.2 per cent in a small series in which radio- 
graphs were taken. Ruth Dearing 


2528. Cases Illustrating the Question of Traumatic 
Retroflexion of the Uterus. (Kasuitscher Beitrag zur 
Frage der traumatischen Retroflexioversio uteri.) 

By R. Wetss. Geburtsh. u. Frauenheilk., 9, 
524-527, July 1949. 7 refs. 


Infections of the Reproductive Organs. 


2529. Effect of Sulfonamide Cream on the Bacterial 
Flora of the Infected Vagina and Cervix. 

By G. Buinick, P. STEINBERG, and J. V. 
MERENDINO, Amer. J. Obstet. Gynec., 58, 176- 
179, July 1949. 12 refs. 

2530. Management of Chronic Endocervicitis in 
Infertility. 

By L. Kroun, J. M. Harris, M. S. PRIvER, 
and M. S. FeNMore. Amer. J. Obstet. Gynec., 
57, 774-778, Apr. 1949. 1 fig., 17 refs. 

The authors report 55 cases of chronic endo- 
cervicitis from the Department of Obstetrics and 
Gynaecology, University of Southern California 
Medical School and Cedars of Lebanon Hospital, 
and describe the method and results of treatment 
with intramuscular injections of penicillin in oil 
and wax. They give 300,000 units daily for 3 
consecutive days. They claim an 80 per cent cure 
rate and 14.5 per cent improvement rate. Of a 
total of 41 women whose original complaint was 
sterility 21 subsequently became pregnant, the 
average interval between treatment and concep- 
tion being 4.9 months. Ruth Dearing 


1127 


2531. Inflammatory Disorders of Pelvic Connective 
Tissue. (Zur Frage der entziindlichen Beckenbinde- 
gewebserkrankungen.) 

By H. MEINRENKEN,. Geburtsh. u. Frauenheilk., 
9, 113-128, Feb. 1949. Bibliography. 

The aetiology, anatomical site, and prognosis 
were investigated in 120 cases of parametritis. 
The authors consider that the infection is caused 
by bacterial invasion through injuries in the 
uterus, cervix, and upper vagina, with lymphatic 
spread. It is difficult to obtain definite evidence 
of bacterial invasion since pus formation is rare. 
It was possible in only 59.2 per cent of cases to 
establish the aetiology with certainty. The author 
encountered 3 cases due to haematogenous infec- 
tion from septic teeth. In 15 per cent of cases 
there was a history of previous pelvic disease, and 
it is considered that a latent infection flared up. 
The predisposing factor may be a low oestrogen 
level, lowering the resistance of the tissues. This 
theory is supported by the fact that a large 
percentage of the patients fall within the 36 to 45 
age group, the average age being 39 years. It is 
pointed out that infection frequently coincides 
with the onset of menstruation when the oestrogen 
level as at its lowest. In 6 young patients (average 
age 21) there was evidence of genital hypoplasia. 
Clinically the infections were classified as lateral 
(the commonest), posterior, and anterior (the 
rarest) parametritis and as acute and chronic 
infections. The author points out that the 
symptomatology is extremely variable and that a 
diagnosis can only be made by digital examina- 
tion. In acute cases (63.3 per cent) there was a 
raised erythrocyte sedimentation rate of 100 or 
over (Westergren) and a normal white cell count. 
In chronic cases the sedimentation rate was 
normal. Pus formation occurred in 15 cases only. 

W. P. Hirsch 


2532. Uterine Culture Technique. A Simple Method 
for Avoiding Contamination by Cervical and Vaginal 
Flora. 

By J. A. Gur-peau and I. G. ScHaus. Amer. 
J. Obstet. Gynec., 58, 407-410, Aug. 1949. 3 
figs., 3 refs. 


2533. Treatment of Gynaecological Infections with 
Antibiotics. (Leczenie zapalen  ginekologicznych 
antybiotykami.) 

By A. Ossowsk1. Polsk. Tyg. lek., 4, 817-821, 
July 11, 1949. 


2534. Some Aspects of Non-gonococcal Infections of 
the Genital Tract. 

By A. H. Harkness. Proc. R. Soc. Med., 42, 
390-392, June 1949. 24 refs. 


2535. Pelvic Infection—Present Status of Treat- 
ment. 

By M. D. Pettit. Penn. med. J., 52, 1183- 
1187, Aug. 1949. 8 refs. 
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2536. Value of Local Infiltration with Penicillin and 
Procaine in Certain Inflammatory Lesions of Uterus 
and Adnexa, Assessed after 18 Months. (Valeur des 
infiltrations locales de pénicilline et de novocajne 
dans certaines lésions inflammatoires utero-anexielles 
jugée apres un recul d’un an et demi.) 

By R. Fieury. Rev. frang. Gynéc., 44, 208- 
213, July 1949. 13 refs. 


2537. The Differential Diagnosis of Adnexal Disease 
Simulating Appendicitis. (Zur Differentialdiagnose der 
Adnexerkrankungen unter dem Bilde der Appendi- 
zitis.) 

By P. C. ArasTHEH. Praxis, 38, 677-682, Aug. 
4, 1949. 20 refs. 


2538. Therapeutic Effect of Boric Compounds on 
Vaginal Mycoses. (O povaze lééebného  ucinu 
slouéenin boru na posevni mykosy (soor) .) 

By R. Perer, Ceskoslov. Gynaek., 14, 101-100, 
1949. 


The author proves that the effect of boric acid 
and borax on vaginal mycoses due to Candida 
albicans infection is not due, as had been assumed, 
to alkalinization, but must be specific, since these 
compounds, in the solutions used usually (10 per 
cent glycerin) are not alkaline but slightly acid, 
and in fact of nearly the same pH as the one most 
favourable for the growth of Candida albicans 
in vitro. A. Rohan 


2539. Antibiotics in Treatment of Trichomonas 
Vaginalis. 

By R. B. and R. M. West. f. 
med. Ass. Georgia, 38, 350-352, Aug. 1949. 


2540. On the Presence of C. diphtheriae in the Geni- 
tal Tract of Women in Relation to the Presence of the 
Organism in the Throat. (Ulteriori ricerche sulla 
presenza delC. diphtheriae nei genitali della donna in 
rapporto alla contemporanea presenza del germe nelle 
fauci.) 

By A. Rosa and L. TRONELLI. Riv. ital. Ginec., 
32, 225-229, July-Aug. 1949. 9 refs. 


2541. Tuberculosis of the Female Genital Organs in 


- Childhood and Adolescence. (La TBC. genitale fem- 


minile nell’infanzia e adolescenza.) 
By E. Fitta and P. Marcon. Arch. ital. 
Pediat., 13, 48-64, 1949. 9 refs. 


2542. Streptomycin in the Therapy of Tuberculosis 
of the Endometrium. 

By A. ArANnson and R. W. Dwicur. New 
Engl. J. Med., 240, 294-295, Feb. 24, 1949. 
7 refs. 

In a case of histologically proven tuberculosis 
of the endometrium the endometrium became 
normal after a course of streptomycin. The 
patient, aged 26, was married in April, 1944, and 
in July, 1947, sought advice because of sterility. 


An endometrial biopsy examination at this time 
revealed tuberculosis of the endometrium and in 
September findings were identical. In 1942 the 
patient noted that her periods had increased in 
duration from 4 to 5 days to 8 to 9 days, with- 
out increase in amount of the menstrual loss. A 
white, non-odourous vaginal discharge appeared. 
Two years later she began to be troubled with 
lower abdominal cramp-like pains, and _ lost 
weight. Physical examination and X-ray examina- 
tion of the chest revealed no focus of tuberculosis. 
The vaginal discharge contained no tubercle bacilli 
and the pelvic organs appeared to be normal in 
size and position. 

On November 29, 1947, a course of streptomy- 
cin was begun. This consisted of intramuscular 
injections of 0.5 g. every 12 hours and was con- 
tinued for 129 days. Audiograms made at 2-week 
intervals and at the end of treatment showed no 
loss of hearing. The level of streptomycin in 
blood was consistently between 32 and 64 units 
per ml. The vaginal discharge lessened but the 
menstrual flow on three occasions was still pro- 
longed. On March 22, 1948, the findings at 
examination under an anaesthetic were unchanged. 
Endometrium obtained by curettage appeared 
normal and on histological examination showed a 
normal proliferative phase. A strip of this was 
used for guinea-pig inoculation, but the result was 
negative. By June 1, 1948, two normal menstrual 
periods had occurred, and on curettage normal 
secretory endometrium was obtained. Guinea- 
pig inoculation was again negative. On July 24, 
culdoscopy and tubal insufflation were performed. 
Both tubes appeared fairly normal, but the 
fimbriated end of the right tube appeared to be 
closed by delicate adhesions. The left tube was 
thought to be open, but only at 200 mm. Hg 
was there a very slow leak when insufflation was 
carried out, During the treatment with streptomy- 
cin the patient remained in bed except for 1 hour 
each day. 

A short review of the American literature on 
gynaecological tuberculosis is given. The authors 
remark that although radical surgery is at present 
the treatment of choice, a further trial of strep- 
tomycin therapy in endometrial tuberculosis is 
warranted. E. L. Nicolson 


2543. New Tuberculin Treatment of Tuberculosis 
with Special Reference to Genital Tuberculosis. 
(Neue Tuberkulinbehandlung der Tuberkulose mit 
besonderer Beriicksichtigung der Genitaltuberkulose.) 

By J. Froewis. Gynaecologia, Basel, 128, 
173-194, Sept. 1949. 6 figs., 12 refs. 


2544. Pathological Studies of Endometrial Tuber- 
culosis. (Pathologisch-anatomische unter suchungen 
zur Tuberkulose des Endometriums.) 

By J. ZANDER. Vivchows Arch., 317, 201-220, 
1949. 4 figs., 43 refs. 
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2545. An Unusual Type of Tuberculous Adnexitis 
and Pregnancy. (La anexitis fimica torpida y la 
gestacion. ) 

By P. Nusrota, Obstet. Ginec. lat.-amer., 7, 
137-144, May 1949. 


2546. Treatment of Gonococcal Metritis by Local 
Drip Infusion of Penicillin. (Essais de traitement des 
métritis d’origine gonococcique par la pénicilline locale 
en goutte agoutte.) 

By C. FLanpin, J. P. Viara, and F. FLanpINn. 
Bull. Soc. méd. Hép. Paris, 65, 748-749, 1949. 


2547. The Bacteriology of Fallopian Tubes Removed 
at Operation. 

By M. L. Kocu. Amer. J]. Obstet. Gynec., 56, 
1142-1145, Dec. 1948. 14 refs. 

Of 72 patients studied, 7 had a history of 
gonorrheal infection, 40 had doubtful histories, 
and 25 negative histories. In 24 cases the tubes 
were enlarged and the fimbriae occluded. All 
cultures from these were sterile. Atrophy of the 
tubes with occluded fimbria was found in 1 case 
and cultures from this were also sterile. Ovarian 
involvement with occluded tubes was found in 18 
cases; in 14 of these cultures were sterile, 1 
yielded an anaerobic streptococcus, 1 haemolytic 
staphylococcus, 1 Actinomyces murvis, and 1 a 
mixed growth of Clostridium perfringens and 
diphtheroids. Ovarian involvement with patent 
tubes was found in 7 cases: 4 of these yielded 
sterile cultures, 1 haemolytic Staphylococcus 
aureus, 1 Bacterium coli, and 1 an unidentified 
Gram-negative rod. In 22 cases the lumen was 
patent; in 19 of these the cultures were sterile, 1 
yielded Streptococcus salivarius, 1 haemolytic 
Stabh. aureus, and 1 Staph. albus. In only 1 of 
of the 7 patients with a history of gonorrhoeal infec- 
tion and 1 of the 40 with doubtful history was the 
complement-fixation test positive. Apparently the 
gonoco~cus is short-lived in the tubes and produces 
only a low level of demonstrable antibodies. [The 
paper does not contain any information as to the 
treatment, if any, which the patients had received 
before the cultures were made. ] 

F, J. Browne 


New Growths of the Reproductive Organs. 

2548. A Technique to Aid in the Detection of 
Malignancy of the Female Genital Tract. 

By L. Lancman and H. S. Burr. Amer. J. 
Obstet. Gynec., 57, 274-281, Feb. 1949. 3 figs., 
15 refs. 

It is supposed that cancer is but a special case 
of the central problem of all biology—the origin 
of design of the living system. Electrical activity 
is a common attribute of living systems, and it 
has been suggested that such electrical manifesta- 
tions are evidence of an electro-dynamic field 
which could impose design on living matter. 
Determination of an electrometric pattern may 
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indicate the presence of cancer or predict its later 
occurrence. 

To test this hypothesis a series of patients were 
studied by an electrometer, vaginal and abdominal 
wall electrodes being applied. Results showed that 
in 74 out of 75 women with genital-tract carci- 
noma the cervix was electronegative to the 
anterior abdominal wall. Of 353 patients with 
non-malignant conditions the cervix was electro- 
positive in 81.9 per cent. In 290 cases where the 
cervix was positive to the abdominal wall, all but 
one had non-malignant conditions. Of those with 
non-malignant conditions 18 per cent showed 
electronegativity of the cervix, but the probability 
is that these may develop cancer later. 

Doreen Daley 


2549. The Significance of Abnormal Menopausal 
Vaginal Smears. 

By H. B. Davipson, E. L. Hecur, and R. L. 
Winston. Amer. J. Obstet. Gynec., 57, 370-375, 
Feb 1949. 5 figs., 7 refs. 

It is well known that cancer cells grow for some 
time before the tumour is apparent clinically. On 
account of the shedding exfoliative character of 
genital-tract cancers, it is worth while investigat- 
ing the value of the vaginal smear in their early 
diagnosis. Smears should be examined by a cyto- 
logical expert, who will quickly detect anything 
abnormal and follow this by a minute examina- 
tion. Five photographs of abnormal smears are 
reproduced, the cells showing a great variety of 
size and form and sometimes lying in clumps. 
Some cells are small with relatively large nuclei, 
of which some are bizarre in shape and hyper- 
chromatic and others show vacuolization of the 
cytoplasm. In the routine examination of smears 
of 378 menopausal women 3.16 per cent bore a 
marked resemblance to those of cancer patients. 
These are being followed up by repeated clinical 
examination and biopsy, but so far no case of 
cancer has developed. Only vast experience over 
a long period will show whether these smears are 
misleading or afford early indications of carci- 
noma. Mary Pollock 


2550. Cytology and the Menopause. 
By H. Oxorn and N. W. Puirpotr. /. int. 
Coll. Surg., 12, 506-515, July-Aug. 1949. 28 refs. 


2551. The Vaginal Smear. The Ease and Difficulty 
of its Evaluation. 

By H. Peters. Cancer, 2, 615-624, July 1949. 
17 figs., 15 refs. 


2552. Evaluation of the Cytologic Test in the Early 
Diagnosis of Cancer. A Two-year Survey of the 
Routine Use of the Smear Technique. 

By J. SkKapler. Amer. J. Obstet. Gynec., 58, 
366-375, Aug. 1949. 7 figs., 21 refs. 
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2553. Multicentric Origin of Carcinoma of the 
Female Genitalia and its Clinical Significance. (Die 
multizentrische Karzinomentstehung am _ weiblichen 
Genitale und ihre klinische Bedeutung.) 

By H. Huser. Z. Geburtsh. Gynik., 131, 1- 
40, 1949. 35 figs., bibliography. 


2554. Two Rare Sites for Myomata. (1) Giant 
Fibroid of the Round Ligament; (2) Pedunculated 
Retrovesical Cervical Fibroid. (Zwei seltene Myom- 
lokalisatione: (1) Riesenmyom des Ligamentum 
rotundum, (2) Gestieltes retrovesicales Cervixmyom.) 

By E. LeInzincer. Gynaecologia, Basel, 128, 
120-130, Aug. 1949. 2 figs., bibliography. 


2555. Carcinoma of the Vulva. A Review of Fifty 
Cases, 

By A. B. Lunin. Amer. J]. Obstet. Gynec., 57, 
742-747, Apr. 1949. 3 figs., 32 refs. 

This is a review of 50 cases of carcinoma of the 
vulva, representing 2.4 per cent of all cases of 
malignancy of the female genital tract treated 
during the 1o-year period, January 1937, to 
December, 1946. Of the total cases 42 per cent 
occurred in women under 50 years of age, the 
average being 53. In 18 per cent of the patients 
there was a pre-existing leukaplakia. Lymph- 
node metastases were found in 4 of the 13 cases 
in which lymph-node resection was performed, an 
incidence of 30 per cent. Of 22 patients who were 
followed up for 5 years, 12 were treated surgically, 
but only 2 underwent complete vulvectomy and 
bilateral lymph-node resection, and in 1 of these 
there was lymph-node metastasis. Both patients 
are alive and well after 5 years. The results of 
irradiation therapy have been unsatisfactory. In 
the group of 22 patients the known 5-year cure 
rate was 18.1 per cent. Surgical treatment is 
recommended for carcinoma of the vulva and 
should consist of complete vulvectomy with 
bilateral lymph-node resection. 

L. A. Cruttenden 


2556. Electro-surgical Treatment of Epitheliomata 
of the Vulva. (Traitement electro-chirurgical des 
épithéliomas de la vulve.) 

By A. TArHEFER and J. P. PILteron. Mem. 
Acad. Chir., Paris, 75, 558-562, June 1949. 
4 Tefs. 


2557. Neoplasms of the Vulva. 
vulva.) 

By L. T. Aupert. Rev. mex. Cir. Ginec. 
Cancer, 17, 131-134, May 1949. 4 figs. 


(Neoplasias de la 


2558. Late Result of Treatment of Carcinoma of the 
Vulva. (Resultado alejado del tratamiento de un 
carcinoma vulvar.) 

By F. F. Carranza and H. L. Mazza. Rev. 
Asoc. med. argent., 63, 330-332, July 15-30, 
1949. 2 figs. 
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2559. Sweat Gland Tumors of the Vulva. 
By W.C. DanrortH. Amer. J. Obstet. Gynec., 
58, 326-334, Aug. 1949. 8 figs., 17 refs. 


2560. Aspects in the Treatment of Vulvar and Cer- 
vical Carcinoma. 

By C. C. DonELty and W. A. G. BavuLp. 
Amer. J]. Obstet. Gynec., 56, 494-501, Sept. 1948. 
10 refs. 

In a survey of malignant growths of the female 
pelvic region treated in the authors’ clinic between 
1926 and 1945 inclusive, 40 cases of carcinoma 
of the vulva, 664 of carcinoma of the cervix, 177 
of carcinoma of the uterus, and 185 of carcinoma 
of the ovary were found. The vulval and cervical 
growths are discussed. 

Excision of the vulva by the diathermy knife 
has recently been the treatment preferred. Local 
recurrences of carcinoma of the vulva were few: 
there was only one case after vulvectomy, and 3 
cases after other forms of therapy. On the other 
hand, subsequent inguinal lymph-node metastases 
were not infrequent, and treatment of the inguinal 
lymph nodes, either by surgery as recommended 
by Taussig, or by X-irradiation as is now being 
done in the authors’ clinic, would appear to be 
important in the initial treatment of carcinoma 
of the vulva. The proportion of cervical stump 
carcinoma is 6.02 per cent of all cases of carci- 
noma of the cervix, and 1.75 per cent of all sub- 
total hysterectomies were performed for carcinoma 
of the stump. Of 28 patients with true cervical 
stump carcinoma, 39 per cent were known to have 
had bilateral Gophorectomy at the time subtotal 
hysterectomy was carried out. This fairly large 
proportion would not seem to support the theory 
that carcinoma of the cervix is related to ovarian 
stimulation. In 37 patients with carcinoma of 
the cervix, 13 of whom were in Stage II and 12 
in Stage III, treatment was given by radium 
followed by total hysterectomy and_ bilateral 
salpingo-odphorectomy. The upper vagina was 
left and there was no dissection of lymph nodes 
or other pelvic structures. The ten-year survival 
rate in this group was 37.7 per cent. 

L. A. Cruttenden 


2561. Vaginal and Ovarian Metastases from Hyper- 
nephroma. Report of a Case and Review of Literature. 

By K. H. Martrztorr and C. H. MANLoveE. 
Surg. Gynec. Obstet., 88, 145-154, Feb. 1949. 
9 figs., 31 refs. 

A case of left renal hypernephroma is recorded. 
Its unusual features were: (1) The first clinical 
symptom was postmenopausal bleeding from 
vaginal metastases. (2) Left ovarian metastases 
developed without demonstrable evidence of 
defeminization or virilization. (3) The patient 
lived for 2% years after the onset of original 
symptoms. This is the 23rd reported instance of 
this unusual type of case, and the literature on 
the subject is discussed. 
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The authors offer corroborative evidence that 
metastasis only takes place in such cases through 
venous channels. The communication of the left 
ovarian vein with the left renal vein proximally 
and the pampiniform plexus and utero-vaginal 
plexus distally explains the occurrence of vaginal 
metastases with tumours of the left kidney. They 
also indicate that, if vaginal hypernephroma is 
diagnosed in a patient who shows no other 
demonstrable or conclusive evidence of renal 
tumour, exploration of the left kidney is logical 
and justifiable. [It is stated in the case report 
that panhysterectomy was performed one month 
after the original complaint of post-menopausal 
bleeding. It is rather disturbing to read that at 
the same time the tubes and ovaries were left 
in situ. This case is of importance to the gynae- 
cologist and to the urologist. | 

G. Gordon Lennon 


2562. Tubal and Vaginal Neoplasms. 
vaginales y tubarias.) 

By L. B. Soto. Rev. mex. Cir. Ginec. Cancer, 
17, 135-149, May 1949. 12 figs., 15 refs. 


(Neoplasias 


2563. X-ray Treatment of Vaginal Tumours and of 
Carcinoma at the Vaginal Orifice. (Die Strahlenbe- 
handlung der vaginalen Tumoren und der Karzinome 
am Scheidenausgand.) 

By A. VonessEN. Strahlentherapie, 79, 427- 
434, 1949. 12 refs. 


2564. Primary Vaginal Carcinoma. (Canceres primi- 
tivos de la Vagina.) 

By C. ZUCKERMANN. Rev. esp. Obstet. Ginec., 
8, 255-263, July-Aug. 1949. 6 figs., 37 refs. 


2565. Fibromyoma of the Urethro-vesicovaginal 
Septum. (Fibromioma de] setto uretero-vescico- 
vaginale.) 

By G. Ertutson. Monit. ostet.-ginec., 20, 207- 
221, May-June 1949. 4 figs., bibliography. 


2366. Histopathological and Histogenetic Evalua- 
tion of Uterine Pseudo-cysts. (Valutazione isotopato- 
logica e istogenetiga delle pseudocisti dell’ utero.) 

By A. Provenzat. Monit. ostet.-ginec., 20, 
292-305, May-June 1949. 6 figs., 34 refs. 


2567. The Diffusely Enlarged Uterus. 
By K. M. TRUEMNER and D. H. Kaump. Amer. 


J. clin, Path., 19, 544-553, June 1949. 4 figs., 
30 refs. 


2568. Observations om Oecstrogen Metabolism in 
Patients with Uterine Fibroids. (Contributo allo 
studio del metabolismo degli estrogeni nele portarici di 
miofibroma uterino. ) 

By E. Moracct. Arch. Ostet. Ginec., 54, 44- 
64, Jan.-Feb. 1949. 2 figs., 39 refs. 

Many authors have suggested that uterine 


fibroids arise as a result of a disturbance of oestro- 
gen metabolism. After reviewing the literature on 
this aspect of the subject, the present author des- 


I13I 


cribes chemical tests carried out on women with 
fibroids and on controls. An intramuscular injec- 
tion of 20,000 i.u. of oestradiol benzoate was 
given; colorimetric estimation of the oestriol con- 
tent of the urine was carried out after 24 hours 
and again 12, 24, 36, 48, 60, and 72 hours after 
the first test. Results are given in 7 cases of fibroids 
and 2 normal controls. In normal women, elimina- 
tion of oestriol is of short duration but is sudden 
and intense. In women with fibroids, excretion is 
slower and less intense. Total excretion is delayed 
and the excretion curves tend to be irregular. 
From these findings the author concludes that 
women with fibroids suffer from a disturbance of 
oestrogen metabolism. Josephine Barnes 


2569. Operative versus Nonoperative Procedures for 
Uterine Fibroids. 

By R. T. Frank. J. Amer. med. Ass., 140, 
Too1—1008, July 23, 1949. 9 refs. 


2570. Papillary Fibro-epithelioma of the Uterine 
Cavity. (Fibroepithelioma papillare der Uterus- 
héhle.) 

By L. v. VGH. Geburtsh. Frauenheilk., 9, 
621-625, Aug. 1949. 3 figs. 


2571. Leiomyosarcoma of the Uterus. Report of 16 
Cases, 1917 to 1948, 

By G. H. Davis, J. S. Howe, and W. G. 
FRENCH. Amer. J. Obstet. Gynec., 56, 1048-1058, 
Dec. 1948. 4 figs., 13 refs. 


Sixteen cases of leiomyosarcoma of the uterus 
occurring in the 30-year period from 1917 to 1948 
in the Methodist Hospital, New York, are reviewed. 
Interest in this subject was aroused by the finding 
of 4 cases in 61% months. During the same period 
2,318 benign leiomyomata were examined, a ratio 
of malignant to benign tumours of 1 to 145 (0.69 
per cent). Other authors quote figures varying 
between 0.39 per cent and ‘‘ approximately 2 per 
cent’’. In 14 of the 16 cases the tumour had 
unusual naked-eye characteristics but these were 
usually attributed incorrectly at operation to 
degeneration in a leiomyoma. Diagnosis of malig- 
nancy was arrived at after consideration of six 
points, namely, cellularity, anaplasia, pleomor- 
phism, frequency of tumour giant cells, frequency 
of mitotic figures, and invasiveness. Each of these 
points was assessed separately and an average was 
taken as representing the histological grade of the 
tumour. The difficulty of differentiating leiomyo- 
sarcomata from simple cellular leiomyomata is 
emphasized. The latter were relatively frequently 
found and constituted 11 per cent of the total 
number of tumours. They were characterized by 
great cellularity but the cells present were uniform 
and mature. The average age of the patients in 
the series was 47.3 years, with a maximal inci- 
dence betyeen 40 and 50 years. The oldest patient 
was 73 and the youngest 34. Of the 16 cases only 
11 have been followed up. Six patients died of 
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metastasis within 234 years. Of the 5 still alive 
2 have had recurrences treated by further surgery 
and are alive after 4% years and 7% years respec- 
tively. The remaining 3 have been followed up 
for 1'/,,, 1%, and 334 years respectively without 
recurrence. The authors recommend total hyster- 
ectomy and bilateral salpingo-odphorectomy in 
these cases, combined with wide excision of the 
omentum if it is adherent to the tumour. Careful 
examination of tumours suspected to be malig- 
nant at the time of operation, with if necessary 
study of frozen sections, will enable the correct 
treatment to be carried out. In the discussion that 
followed this paper one speaker referred to the 
uselessness of X-ray therapy in leiomyosarcoma 
of the uterus. C. G. Naivn 


2572. Myomas During and After the Menopause. 

By P. R. Zerr. Amer. J. Obstet. Gynec., 58, 
153-158, July 1949. 5 refs. 

2573. Roentgen Diagnosis of Adenomyosis Utert. 

By M. A. GoLpBerGER, R. H. Marsnak, and 
M. HERMEL. Amer. J]. Obstet. Gynec., 57, 564- 
568, Mar. 1949. 9g figs., 1 ref. 

Another application of hysterosalpingography is 
described by the authors—the detection of adeno- 
myosis of the uterus. The diagnosis has been 
greatly facilitated by the employment of less vis- 
cous oily iodine preparations than those hitherto 
in common use. The radiographic features consist 
in the appearance of short tube-like structures 
into which radio-opaque medium penetrates. A 
typical radiograph in adenomyosis also shows 
short spicule-like structures extending usually 
from the upper surface of the uterus and ending 
in very tiny sacs. These vary in size from 1 to 
4 mm. and are only present in approximately 15 
per cent of all cases examined. If there is marked 
overgrowth of muscle tissue the dye may not be 
able to penetrate into the endometrial channels. 
The authors have seen this condition in 12 cases 
out of a series of 300 in which hysterosalpingo- 
grams were taken in cases of menstrual irregularity. 
In all these cases the diagnosis was later confirmed 
by hysterectomy. J. Rabinowitch 


2574. Results and Methods of X-ray Therapy of 
Uterine Carcinoma. (Ergebnisse und Methodik der 
Strahlentherapie des Uterus-Karzinoms.) 

By J. Rts. Strahlentherapie, 79, 395-402. 
2 figs., 7 refs. 

2575. Duration of Illness and Causes of Death in 
Fatal Cases of Cancer of the Uterus. (Dlugosc 
schorzenia i przyczyny zgonu u chorych zmarlych 
z powodu raka macicy.) 

By A. Mieczntkowskt. Przeg. Lek., 5, 384- 
388, June 15, 1949. 

2576. The Royal Prince Alfred Hospital Cancer of 
the Uterus Follow-up. 

By H. H. Scurinx, C. L. Cuapman, and F. N. 


CHENHALL. Med. J. Aust., 2, 206-207, Aug. 6, 1949. 


2577. Corpus Cancer: Clinical, Pathological, and 
Etiological Aspects. 

By H. SpeErtT. Cancer, 1, 584-603, Nov. 1948. 
17 figs., bibliography. 

The author has studied the records of 255 cases 
of carcinoma of the uterine fundus treated at the 
Roosevelt Hospital, New York, between 1915 and 
Jan. 1, 1947. It is found that the incidence of car- 
cinoma of the uterine fundus is apparently increas- 
ing and it is suggested that, in addition to the 
increasing life span of the population and the 
more thorough investigation of uterine bleeding, 
the administration of oestrogenic substances and 
the irradiation of the pelvic organs for benign 
conditions have contributed towards this increase. 

The average age of the series was 56.6 years as 
compared with 47.3 years in a parallel series of 
cases of carcinoma of the cervix. Corporeal carcin- 
oma was found to be rare amongst negresses but 
common amongst Jewish women, in contrast to 
the rarity of cervical cancer amongst the latter. 
Ia the present series, 18 per cent of patients had 
never been married and 41 per cent were child- 
less; only 41 per cent had had more than 1 child, 
Although it has been suggested that women with 
carcinoma of the endometrium have a later meno- 
pause than others, the average age at menopause 
in this series was 49 years as compared with 48.5 
years in a control group of patients without cancer. 
Endometrial hyperplasia was frequently found in 
the non-cancerous regions of the endometrium. 
Unequivocal hyperplasia was fairly common, parti- 
cularly in premenopausal patients and in those 
who had been receiving oestrogen therapy before 
the diagnosis of carcinoma had been made; of 7 
patients who had been curetted 4 to 19 years 
before the diagnosis of carcinoma, hyperplasia had 
been found in at least 6. It is concluded that 
glandular hyperplasia of the endometrium is a 
common precursor of adenocarcinoma, but that 
only a small proportion of patients with hyper- 
plasia ultimately develop fundal cancer. Uterine 
myomata were found in 36.2 per cent of the surgi- 
cally treated cases, but in a control series of 200 
necropsies on women over 40 years of age with 
intact uteri the incidence was found to be 36.5 
per cent. It is concluded that there is no specific 
relationship between the two types of tumour. 
Cervical polyps were present in 9.8 per cent of 
cases and this incidence is regarded as higher than 
the average, Avulsion of a cervical polyp in 
cases of abnormal bleeding should therefore always 
be accompanied by curettage of the fundus. 
Squamous metaplasia of the endocervix was found 
in 11 out of 20 cases studied; it is suggested that 
this may be a manifestation of abnormal oestro- 
genic stimulation. 

Tumours of the breast occurred in 3.1 per cent 
of cases as compared with 0.8 per cent in a series 
of cervical cancer; this higher incidence may be 
due to the higher average age of patients in the 
former group or to a common stimulus, possibly 
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oestrogenic, for both endometrial and mammary 
neoplasms. Independent non-metastatic ovarian 
tumours were present in 6 per cent of cases and 
4 of these were of the granulosa or theca-cell type, 
which suggests that the oestrogens elaborated by 
these tumours may predispose to the development 
of endometrial carcinoma. Various medical com- 
plications were present and hypertension was 
common (45 per cent); diabetes co-existed in 8 
cases, pernicious anaemia in 2 and cirrhosis of the 
liver in I. 

Of 56 patients seen between April 1940 and 
June 1947, 7 gave a history of oestrogenic therapy 
for varying periods before admission, and it is 
believed that this has been a factor in the produc- 
tion of carcinoma in these cases. Pelvic irradia- 
tion with X-rays or radium had been applied in 
8 per cent of cases for presumably benign condi- 
tions 8 months to ig years previously, but, 
because of the difficulty in dissociating the carcino- 
genic effect of the radiation from a pre-disposition 
which the patients so treated may have had for 
fundal cancer, no definite conclusions could be 
drawn concerning the role of irradiation, the 
author concluding only that prolonged and un- 
modified oestrogenic stimulation favours the 
development of endometrial carcinoma, 

J. R. Chalmers 


2578. Late Metastasis of Carcinoma of the Body of 
the Uterus to the Distal Phalanx of the Thumb (13 
Years after Hysterectomy.) (Pozdni metastasa rako- 
viny deloznigo tela do nehtoveho clanku palce ruky 
(13 let po hysterektomii) .) 

By S. Marek and V. VorteL. Rozhl. Chir., 8, 
272-276, 1949. 4 figs. 


2579. Malignant Tumors of the Uterine Fundus 
Subsequent to Irradiation for Benign Pelvic Conditions. 

By H. SpeEErt and T. C. PEIGHTAL. Amer. J. 
Obstet. Gynec., 57, 261-273, Feb. 1949. 6 figs., 
60 refs. 

Between 1918 and 1947 there are records of 270 
cases of primary malignant tumours of the body 
of the uterus at the Roosevelt Hospital, New York. 
Many of these women had had previous curettage 
for what had been reported as a benign condition, 
but further study showed that in several instances 
carcinoma had been missed in the earlier sections. 
After excluding these cases, 21 remained in which 
a malignant tumour of the corpus uteri was dis- 
covered subsequent to pelvic irradiation for pre- 
sumably benign conditions—an incidence of 
approximately 8 per cent. Histological examina- 
tion proved 11 to be adenocarcinomata and 3 
adenoacanthomata. Six tumours contained sarco- 
matous elements; this was five times the incidence 
of sarcoma among all malignant tumours of the 
body of the uterus. By contrast, the incidence of 
a history of pelvic irradiation among patients with 
cervical carcinoma was only 0.3 per cent. X-ray 
treatment only had been given to 4 of the 
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patients, radium and X-rays to one, and radium 
only to 16. The dose of the latter varied between 
350 and 1,500 mg.-hours in 10 cases, but was 
unknown in the others. The original diagnosis 
included hyperplasia, myoma, menopausal and post- 
menopausal bleeding, polyp, and urethral caruncle. 
One woman, aged 74, treated for adenoacanthoma 
had had 400 mg.-hours of radium 5 years pre- 
viously, when the diagnosis was hyperplasia. The 
average time interval between irradiation and 
detection of the uterine cancer was 8.3 years. 

As the authors point out, the evidence presented 
in this paper falls short of proving that irradiation 
is carcinogenic for the human uterus. They believe, 
however, that it is sufficiently suggestive to 
warrant further study and, in the meantime, to 
temper the enthusiasm which many gynaecologists 
have for pelvic irradiation in the treatment of 
benign conditions of the uterus. Doreen Daley 


2580. Common Benign Lesions of the Cervix. 
By J. J. Grier. Nebraska St. med. J., 34, 
256-257, July 1949. 


2581. Progression from ‘‘ Precancer ’’ Stage to Early 
Carcinoma of Cervix within One Year. Combined 
Cystologic and Histologic Study with Report of a Case. 

By J. E. Ayre and W. B. Ayre. Amer. J. clin. 
Path., 19, 770-778, Aug. 1949. 8 figs., 12 refs. 


2582. Excessive Estrogens and Cervical Carcinoma. 
By R. R. GREENE and E. E. Suckow. Amer, J. 
Obstet. Gynec., 58, 401-403, Aug. 1949. Io refs. 


2583. Modern Concepts of Cervical Carcinoma. 

By F. W. MEncert, W. W. Brown, and S. W. 
Coss. Obstet. gynec. Surv., 4, 315-327, June 1949. 
35 refs. 

2584. The Age of Patients with Carcinoma of the 
Cervix. (Wiek chorych na raka szyjki macicy.) 

By H. Bresorowicz. Now. lek., 56, 122-123, 
Apr. 1, 1949. 6 refs. 


2585. Carcinoma of Cervix Uteri during Pregnancy 
and after Delivery. (Rakovina déloZnfho hrdla v 
tthotenstvi a po pordu.) 

By J. VENTA. Ceskoslov. Gynaek., 14, 371-385, 
1949. 3 figs., 8 refs. 

2586. International Agreement on Stage-grouping 
in Cancer of the Cervix of the Uterus. [In English.] 

By J. HEyman. Acta obstet. gynec. scand., 28, 
175-184, 1949. I ref. 

2587. The Campaign against Cervical Carcinoma. 
(Kampf dem Muttermundkrebs.) 

By W. Gans. Z. drztl. Fortbild., 43, 399-402, 
Aug. 15, 1949. 


2588. Detection of Early Carcinoma of the Cervix: 
The Coning Biopsy. 

By S. B. GussBerc. Amer. J. Obstet. Gynec., 
57. 752-756, Apr. 1949. 4 figs., 6 refs. 

This article is another plea for early detection 
of cervical carcinoma by repeated biopsy. Refer- 
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ence is made to the frequent association of a posi- 
tive or suspicious vaginal smear with a cervix 
which clinically appears normal or has an inno- 
cent-looking erosion, and the need for an out- 
patient method of simple biopsy for these and all 
other suspect cases. An endocervical biopsy curette 
which will meet this requirement by securing a 
general sample of the squamo-columnar junc- 
tion area by coning of the endocervix is described. 
L. A. Cruttenden 


2589. Noninvasive Cervical Carcinoma: Clinical 
Features, 

By A. W. Dippie, C. T. AsHwortu, W. W. 
Brown, and M. T. Bronstap. Amer. J. Obstet. 
Gynec., 57, 376-380, Feb. 1949. 24 refs. 

It has been estimated that non-invasive carcin- 
oma of the cervix remains localized for at least 
10 years; the majority of cases have been dis- 
covered by chance after operation on the cervix, 
but some have been detected recently by cytolo- 
gical methods. 

At the South-Western Medical College in Texas 
17 cases of this condition have been studied, and 
several followed up for a number of years. The 
cervical smear and scraping or the vaginal smear 
were used to study most of the patients. Where 
the uterus was present biopsy was followed by 
total hysterectomy. The average age of patients 
with non-invasive carcinoma was 36.2 years, as 
against 43.5 years for women with frankly inva- 
sive carcinoma. One in 3 of those with non- 
invasive lesions was under 30 years old. The usual 
symptoms of cervical carcinoma were seldom 
present, and the cervices of nearly one-third of 
the women appeared normal, while the remainder 
had erosions which often disappeared spontan- 
eously. Of the 17 patients studied, 4 were untraced 
or died of some other disease. Of the 6 seen from 
19 months to 6 years after the original biopsy 
was taken 2 treated by cervical amputation were 
well 6 years later, 3 still had non-invasive carcin- 
oma, while the sixth showed no evidence of 
atypical cervical growth. The remainder were seen 
during the last 20-month period. In every case 
where anaplastic cells were demonstrated in the 
smear anaplastic epithelium was found at biopsy. 

Only 15 cases of non-invasive carcinoma which 
developed into invading carcinoma have been 
reported in the literature, and one of these patients 
remained well for 20 years. In cases where the 
patient remained healthy probably the whole of 
the tumour had been removed at the original 
biopsy. Mary Pollock 


2590. Carcinoma of the Cervical Stump. 

By W. E. Costotow. Radiology, 52, 41-45, 
Jan. 1949. 7 refs. 

The incidence of cancer of the cervical stump is 
difficult to determine but is probably from 1 to 2 
per cent. In some radiological institutes it is 
naturally higher and in the present series it was 
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8 per cent (165 cases). In 63 of these cancer had 
occurred in the first 2 years after supravaginal 
hysterectomy, and probably not all of these should 
be ciassitied as cases of true carcinomata of the 
cervical stump. 

The case for subtotal and total hysterectomy in 
treatment of benign conditions of the uterus is dis- 
cussed, and a total hysterectomy is regarded as 
the only really satisfactory operation. In the series 
of true cervical stump carcinoma the average 
time between the subtotal hysterectomy and the 
development of cancer was 6 years. In those cases 
in which it occurred during the first year, it was 
regarded as having been present at the time of 
operation. 

Radium and X-rays were used in combination 
in the treatment of practically all cases. Two 
treatments at 2 weeks’ interval were given by 
radium, and X-ray treatment was given externally 
immediately afterwards, at 450 to 500 kV. 
Eighteen patients were eliminated from the 165 
because they had been treated elsewhere. Ten 
patients lost sight of were classified as dead. The 
5-year survival rate was 32.5 per cent, and 30.5 
per cent of patients were alive without evidence 
of disease. Of the 35 patients who survived 5 years 
or longer without disease, 11 lived for from 6 to 
to years and 6 survived for from 20 to 25 years. 

D. Waldron Smithers 


2591. Attempted Heterologous Transplantation of 
Carcinoma of the Cervix. 

By R. B. Scorr and C. B. Brack. Bull. Johns 
Hopk. Hosp., 84, 526-531, June 1949. 4 figs., 
5 refs. 


2592. Relief of Pain in Cases of Advanced Carcinoma 
of the Cervix (In 2 parts). 

By R. K. Krisunan. J. Obstet. Gynaec., 
Lahore, 10, 19-22 and 35-42, Feb. and Mar. 1949. 
15 refs. 


2593. Ureteral Obstruction Associated with Car- 
cinoma of the Cervix. 

By H. M. Spence and D. M. Hare. J. Urol, 62, 
219-224, Aug. 1949. 15 refs. 


2594. Review of Ten Years Experience with Trans- 
vaginal Roentgen Therapy. 

By R. M. Cautk. Radiology, 52, 26-33, Jan. 
1949. 3 figs., 1 ref. 

The author has continued the work on trans- 
vaginal X-ray therapy started by Merritt. He 
reports on his experiences with transvaginal X-ray 
therapy from October 1936 to December 1946; 346 
cases were treated, 202 of which, treated before 
1943, were available for analysis of five to ten 
yéar results. Nine cases were untraced and omitted. 
Some additional forms of treatment—external 
irradiation and also local radium—were given. 

The survival rates are grouped together accord- 
ing to the method used, the absolute survival rate 
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being 35 per cent. The technique of treatment is 
described, ‘‘ perspex’’ applicators being used with 
a single direct field and a daily dose of 800 r, the 
total dose varying from 5,000 to 8,oo0 r. Both 
220 and 140 kV are used. Divergence of the beam 
allows fields of varying size at the level of the 
cervix to be treated. These vary from 4.3 to 6.2 
cm. The chief complication seems to be bowel 
reaction, nearly all patients having some degree 
of diarrhoea. D. Waldron Smithers 


2595. Intravaginal Roentgen Therapy in Cancer of 
the Cervix Uteri. 

By G. H. Twomsiy and J. A. CHAMBERLIN. 
Radiology, 52, 14-25, Jan. 1949. 8 figs., 19 refs. 

The authors review the work done at the Mem- 
orial Hospital, New York, on the use of radium 
and X-rays in the treatment of carcinoma of the 
cervix. From January 1943, all cases were sub- 
divided into two groups designed each to contain 
as nearly as possible an equal distribution of early 
and advanced lesions. External irradiation was 
given in all cases, and all received 3,000 millicurie 
hours of radon in a cervical applicator. One group, 
however, received as further treatment ‘‘ approxi- 
mately 3,000 mc. hr. from parametrial radon 
needles’’ and the other X-ray therapy through 
special vaginal cones. The needle technique was 
abandoned as being dangerous and ineffective after 
two years, and the present communication deals 
with the 130 cases treated by the intravaginal 
X-ray method. 

From 1943 to 1945 four treatments of 500 r each 
(2,000 r) were given directly to the cervix through 
a4cm. field, and four treatments of 750 r (3,000 r) 
were given at an angle of 30 degrees to each 
lateral fornix through a 3 or 5 cm. field. The 
treatment was given at 120 kV three times a 
week for an over-all period of one month. 

The intravaginal treatment was given at the 
same time as divided doses of X-rays externally, 
and was followed by intracervical application of 
radium. After 1945 the dose and the number of 
treatments were slightly increased and lesions in 
stages III and IV were treated at 250 kV. Lately 
nearly all the patients have been treated with 
X-rays at 250 kV and the dose to each of the 
three intravaginal portals has been raised to 
4,500 r and in some cases 5,000 r. The three-year 
results are given for 104 of the 113 patients; 36.5 
per cent were alive and free of signs of disease 
after three years. 

The authors now believe that the intracervical 
applicator cuts down the amount of X-ray therapy 
that can be given through the intravaginal cones 
and that its use is best omitted. 

D. Waldron Smithers 


2596. Probable Trends in the Irradiation Treatment 
of Carcinoma of the Cervix Uteri with the Improved 
Expanding Type of Radium Applicator. 


II35 
Radiology, 52, 46-62, Jan. 


By E. C. Ernst. 
1949. 9 figs., 7 refs. 
This paper is a careful study of the problems of 
constructing a single-unit cervical and vaginal 


expanding radium applicator. The applicator 
designed by the authors for this purpose is 
clearly illustrated. Radiation distributions around 
it are given for varying strengths of source, and 
the advantages claimed for it are as follows. 
From 7 to 9 radium sources can be located within 
the pelvis, set at known distances from each 
other; the distribution of the radiation through- 
out the volume irradiated can be known accur- 
ately. Small areas do not receive high doses due 
to slipping of applicators or displacement of the 
uterus. The cervical canal, if displaced, is brought 
to a more central position, insertion of the appli- 
cator is very simple and rapid, and it is therefore 
ideal for fractional treatment. The |lead-filled 
ends of the radium containers minimize reactions 
in the bladder and rectum. The dose at various 
parts can be varied and the expansion fitted to 
various sizes of vagina. Finally, a more accurate 
comparison and clinical evaluation of the results 
achieved in relation to dosage can be obtained. 
D. Waldron Smithers 


2597. Reactions to X-ray and Radium Therapy in 
the Treatment of Cancer of the Uterine Cervix. 

By D. G. Morton and J. A. KERNER. Amer, J]. 
Obstet. Gynec., 57, 625-636, Apr. 1949. 16 refs. 

The reactions of normal tissue to irradiation by 
X-rays and radium may be immediate or late, 
and their severity will depend on the nature of 
the tissue and the volume exposed as well as the 
dosage. Immediate reactions to radium therapy 
are mainly local although there may be a slight 
general reaction, possibly due more to manipula- 
tion than to irradiation. X-ray therapy, on the 
other hand, affects a larger volume of tissue, and 
immediate general reactions, due to the products 
of cytolysis, are more common; they are often 
prostrating and occasionally fatal. The late effects 
of both types of irradiation are due to connective- 
tissue proliferation leading to diminution of blood 
supply and radionecrosis, or to fibrosis and the 
building up of connective-tissue masses. 

Of 580 patients with carcinoma of the cervix 
treated by the authors with radium, either alone 
or in combination with X-rays, 15 (2.6 per cent) 
had a severe immediate reaction attributable to 
radium, 40 (6.9 per cent) a moderate reaction, and 
525 (90.5 per cent) a mild reaction or none at all. 
The dosage of radium seemed to have no influence 
on the degree of immediate reaction suffered by 
the patient. Of 409 patients who received X-ray 
therapy, either alone or in addition to radium, 
40 (10 per cent) had a severe immediate reaction 
of a general character due to X-rays, 122 (30 per 
cent) a moderate reaction, and 247 (60 per cent) 
a mild reaction. As with radium, there was no 
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relation between the degree of reaction and the 
dose given. 

Late reactions occurring amongst the total of 
621 patients were as follows: 38 (6.1 per cent) 
developed bowel obstruction, 46 (7.4 per cent) 
excessive condensation of fibrous tissue, 76 (12.2 
per cent) colitis, proctitis, or rectal bleeding, 10 
(1.6 per cent) developed isolated bowel ulcers, and 
48 (7.7 per cent) had urological complications. 
There were, in addition, 5 hip fractures and one 
fracture of the symphysis pubis which were con- 
sidered to be due to the treatment. A number of 
the patients suffered from severe late muscle 
reactions, as indicated by difficulty in moving the 
limbs and inability to stand erect. There were 16 
fistulae which seemed to be-the result of irradia- 
tion changes, of which 7 were recto-vaginal, and 
4 vesico-vaginal. At least 5 patients developed 
complete non-cancerous necrosis of the cervix. 
Analysis of these results in relation to the nature 
of the treatment given indicates that the larger 
the dose of radiation received by the patient, 
whether from radium or X-rays, the more likely 
were these late reactions to occur. There were 21 
deaths which were considered to be due to irradia- 
tion giving a mortality rate of 3.7 per cent. The 
chief causes of death were prostration (6 cases), 
bowel perforation (4 cases), and end-results of 
infection (5 cases). D. M. Stern 


2598. Carcinoma of the Cervix (Stage.I) Treated 
Intracavitarily with Radium Alone. Fiv2, Ten, and 
Fifteen Year Results; Recurrences After More than 
Five Years. 

By J. Baup. J. Amer. med. Ass., 138, 1137- 
1142, Dec. 18, 1948. 

This paper is the account of an investigation into 
the fate of 105 patients with stage I carcinoma 
of the cervix treated with radium alone at the 
Curie Foundation in Paris from 1929 to 1941. 
These 105 patients were selected from 228 patients 
in stage I, 123 of whom had received radium and 
external irradiation. [The number of cases from 
which those in stage I were selected is not given. ] 

The intra-uterine radium lies in a gum sound, 
lined with thin aluminium leaf, of external dia- 
meter 6 mm. Three tubes containing radium 
filtered with 1 mm. platinum are placed in the 
sound, the usual length of which is 8 cm. Two of 
the tubes contain 13.33 mg. of radium and one 
6.66 mg., the 6.66 mg. tube being placed at the 
distal end of the sound. The intravaginal radium 
is applied with a colpostat with corks containing 
tubes of 13.33 mg. of radium which can be placed 
in the lateral fornices without undue distention of 
the vaginal vault. One or two independent corks 
containing 6.66 mg. of radium are placed in front 
of the cervix. The uterine sound is left in place 
for 5 or 6 days. On the second or third day after 
starting uterine irradiation, the colpostat and 
uterine corks are placed in position and left for 5 
or 6 days. If the cervical os is not easily visible, 


the colpostat is used first and the intrauterine 
tube after. [The local dose in roentgens at any 
point is not stated. | 

Two patients died from septic complications, 15 
had rectal symptoms 8 to 15 days after treat- 
ment, and late symptoms referable to the rectum 
appeared in Io cases one year or more after treat- 
ment, Only one patient had a serious complica- 
tion in the form of a necrotic ulcer on the anterior 
rectal wall which eventually healed. Of the 105 
patients, 74 (70.4 per cent) were alive without 
evidence of disease after 5 years. Two died of 
complications and 11 of intercurrent disease 
between 6 months and 4 years after treatment. 
Eighteen patients had a recurrence, noticed first 
from 11 months to 4 years after treatment; in 6 
recurrence was in the pelvis alone and 2 had dis- 
tant metastases only. There were 15 cases of 
recurrence after 2 to 3 years and 1 after 4 years 
and 9 months. 

Of the patients well at 5 years 4 were still well 
after 18 years, 5 after 17, 4 after 16, 9 after 15, 
8 after 14, 11 after 13, 2 after 12, 3 after 11, and 
3 after 10 years. In 1 case there was local recur- 
rence after 6 years and in 2 abdominal recurrence 
involving the intestine after 6 and 7 years. Two 
patients died after 8% and 11 years and indirect 
information suggested that they died of local and 
pelvic recurrences. One patient had a pelvic recur- 
rence after 6 years. 

A general review of the recurrences does not 
suggest that they were due to underdosage, or 
that they were peculiar to any pathological or 
clinical type of lesion. No correlation between the 
histological type and the prognosis was found. It 
is concluded that cure of epithelioma of the 
cervix in stage I can be obtained by radium alone 
and that external X-ray treatment in this group is 
not necessary. A series of cases is being treated 
by a Wertheim operation performed 6 weeks after 
the intracavitary application of radium, in the 
hope of removing the danger of local recurrence 
and in order to study the effects of radium therapy 
and to verify the condition of the pelvic nodes. 

D. Waldron Smithers 


2599. Immediate and Late Results of Intracavitary 
Radium Therapy for Malignant Lesions of the Cervix. 

By H. H. Bowne. Radiology, 52, 1-13, Jan. 
1949. 

This paper is a review of the cases of carcinoma 
of the uterine cervix treated at the Mayo Clinic 
from 1915, when intracavitary radium therapy 
was first begun, until the end of 1944. During this 
period 3,798 patients received radium treatment 
and 2,246 received both radium and X-ray 
therapy. [The dose is given only in terms of milli- 
gramme hours and the distribution of the energy 
absorbed in the patient is not stated.] A divided 
dose system (‘‘ intensive broken dose’’) is used, 
the periods between treatments varying with each 
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case; in some cases treatment starts with two 
applications a week. In early lesions confined to 
the cervix, as many as four applications a week 
may be employed. 

In only 2,146 cases was the stage of the lesion 
recorded. Of these, 27 (1.3 per cent) were in 
Stage I and 394 (18.4 per cent) in Stage IV, the 
remainder in Stages II and III being divided into 
36 Stage II and 1,419 Stage III lesions, or 80.4 
per cent in these two stages, which were thought 
to be difficult to distinguish. 

The last section of the paper deals with results 
of treatment. The 5-year survival rates are given 
according to 4-year periods of treatment; there was 
steady improvement in the results obtained over 
the years, and cases are classified according to 
method of treatment adopted and stage of the 
disease. The figures are all given as percentage 
survivals of the patients traced, with the curious 
result that the 5-year survival-rate for Stage II 
seems to be better than that for Stage I, the 
figures given for 1,799 cases being as follows: 
Stage I, 58.8 per cent surviving; Stage II, 65.3 per 
cent; Stage ITI, 33.7 per cent; Stage IV, 16.5 per 
cent. The 5-year survival rate for all patients 
traced is 32.8 per cent. No absolute survival rates 
are given, and 218 patients were untraced. 

D. Waldron Smithers 


2600. Place of Deep External X-ray Irradiation in 
the Treatment of Carcinoma of the Cervix by Long 
Element Needles. 

By G. W. WateRMaN and W. A. Ret. Radi- 
ology, 52, 34-40, Jan, 1949. 2 figs., 6 refs. 

In the method of treatment of carcinoma of the 
cervix described long paracervical and parametrial 
radium needles are employed and a course of 
external X-ray treatment is given 9 to 12 weeks 
later. Of 433 cases seen between 1933 and 1942, 
113 were treated primarily with radium needles 
alone and 234 with radium needles and additional 
X-ray therapy externally. The five-year survival 
rate in this group of 347 cases was 44.4 per cent. 
Of 49 cases treated by other methods, 21 had treat- 
ment elsewhere and 16 were too advanced for any 
treatment. The absolute five-year survival rate 
for the whole group was 38.8 per cent. 

It is concluded that the survival rate in Stage I 
and Stage II cases is better when external X- 
irradiation is not used. There is also a lower inci- 
dence of complications. It is thought that the 
needling provides a full ‘‘ cancericidal dose ’’ in 
these cases. With the authors’ method of needling 
the dose is 15,000 r in the immediate vicinity of 
the cervix but is only 1,000 r on the lateral pelvic 
wall; an improvement in results was obtained when 
X-ray therapy from without was added in the 
later cases. D. Waldron Smithers 


2601. Twenty Years’ Experience with Cancer of the 
Cervix. 

By W. Hott. J. Maine med. Ass., 40, 221-225, 
and 249, Aug. 1949. 


2602. Methods and Results of Treatment of Carci- 
noma of the Cervix in 40 years. (Behandlungs- 
methoden und Behandlungserfolge des Collumkar- 
zinom in 40 Jahren.) 
By A. Mayer. Strahlentherapie, 79, 383-394, 
1949. Bibliography. 


2603. Individualizing the Tumour Dose in Car- 
cinoma of the Uterine Cervix by Means of a Simple 
Caliper. 

By J. B. Jarvis. Radiology, 52, 866-868, June 
1949. 1 fig., 1 ref. ’ 


2604. Local Sulphonamide Treatment before Radium 
Therapy for Carcinoma of the Cervix: Employment of 
Different Types of Polyvalent Sulphonamide Powder. 
(Locale Sulfonamidvorbehandlung bei der Radium- 
therapie des Portiokarzinoms unter Verwendung 
vershniedner polyvalenter Sulfonamidpuder.) 

By H. Gartner and W. THIER. Geburtsh. 
Frauenheilk., 9, 679-683, Sept. 1949. 13 refs. 


2605. A Comparative Five-year and Ten-year 
Salvage of Carcinoma Cervix-uteri by Radical Vaginal 
Operation and Radiation. 

By S. Mirra. Indian J]. Radiol., 3, 63-69, May 
1949. 


2606. Further Studies on the Pathogenesis of 
Ovarian Tumors in Mice. 

By M. H. Li and W. U. GARDNER. Cancer Res., 
9, 35-41, Jan. 1949. 9 figs., 16 refs. 

In male and female mice of the A, C3H, and 
C57 strains and hybrids (AxC,H and CBAxC,,) 
aged from 1 to 3 months an ovary was grafted into 
the spleen and at the same time one or both 
gonads were removed. The animals were divided 
into groups and treated with one of the following: 
once-weekly subcutaneous injection of 16.6nug. of 
a-oestradiol benzoate in oil, 1.25 mg. of testoster- 
one propionate in oil, 1 mg. of progesterone in oil, 
or a daily subcutaneous injection of 25 i.u. of 
pregnant mare’s serum (aqueous). 

Granulosa-cell tumours, luteomata, or mixed 
tumours arose in intrasplenic grafts in castrated 
males and females. No tumours occurred in grafts 
of ovaries in mice from which one gonad had been 
removed, gonadectomized mice receiving oestradiol 
benzoate or testosterone propionate, or gonadecto- 
mized mice with vascularized adhesions permitting 
ovarian hormones to by-pass the hepatic portal 
circulation. Progesterone did not prevent tumour 
formation. Pregnant mare’s serum exerted a lutein- 
izing action on the ovarian tumours. Malignancy. 
of the tumours was shown by their transplant- 
ability to new hosts and by metastasis. The strain 
of mouse emploved did not appear to influence 
the results. It is claimed that these results sub- 
stantiate the view that prolonged stimulation by 
increased amounts of gonadotrophic hormones is 
responsible for the genesis of ovarian tumours. 

G. Calcutt 
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2607. Experimental Ovarian Tumors in Rats. 
By G. R. Biskinp and M. S. Biskinp. Amer, J. 


dint Path., 19, 501-521, June 1949. 17 figs., 
21 refs. 

2608. Ovarian Tumors in Childhood. 

By H. W. Darceon. Pediatrics, 3, 773-776, 


June 1949. 8 refs. 


2609. An Acute Painful Syndrome due to Function- 
ing Ovarian Tumours. (Sindrome agudo doloroso por 
tumoraciones functionales del ovario.) 

By G. Z. Garpuno. Rev. med. Hosp. gen., 12, 
313-332, June 1949. io figs., 14 refs. 


2610. Fibromyoma of the Ovaries. 
vajetnika. ) 

By E. Nemec. Bratislavske lekdrs. Listy, 29, 
597-604, July 1949. 1 fig., 21 refs. 
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2611. The Hormone-secreting Ovarian Tumours. 
(Die hormonbildenden Ovarialtumoren. ) 

By V. Dusrauszky. Dtsch. med. Wschr., 
856-859, July 15, 1949. 2 figs. 


74, 


2612. Giant Ovarian Cyst in a Twenty-year Old 
Girl. Case Report. 

By R. A. Herrort. J. Mt Sinai Hosp., 
57-60, May-June 1949. 2 figs., 8 refs. 


16, 


2613. Coexisting Primary Cancer of the Ovary and 
Fundus Uteri. 

By J. Connecticut med. J., 13, 
Sept. 1949. 3 figs., 6 refs. 


2614. Results of Treatment of Carcinoma of the 
Ovary with Data of the Age Incidence of this Disease. 

By J. H. Marks and M. H. WITTeNsBorG. Surg. 
Gynec. Obstet., 87, 541-545, Nov. 1948. 3 figs., 
9 refs. 

A series of 76 patients treated with X-rays at the 
New England Deaconess Hospital for malignant 
ovarian tumours has been studied by the authors 
in an attempt to decide whether radiotherapy 
should be employed in such cases or not. The 
results are similar to those of other workers, the 
estimated 5-year survival rate being 21 per cent. 
No details are given of the extent of the disease 
in the patients treated unsuccessfully and the 
emphasis of interest is laid rather on those who 
have survived more than 5 years despite exten- 
sive disease initially, details of each being given. 
The plan of radiotherapy is outlined and an 
interesting table is given illustrating the ‘‘ age 
specific incidence’’ of carcinoma of the ovary, 
which decreases after the age of 60, whereas for 
most other organs the cancer rate rises steadily 
with advancing years. The conclusion is arrived 
at that X-ray therapy should be used in all cases 
of ovarian carcinoma, that it may occasionally 
result in cure even in the advanced stages of the 
disease, and also that palliative radiotherapy may 
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give very gratifying results and is usually worth 
while even where cure is not obtained. 
A. F, Anderson 


2615. Theca Lutein Cell Tumours of the Ovary. 
(Ueber Thecaluteinizelltumoren des Ovars.) 

By E. Lau. Frankfurt. Z. Path., 60, 327-341, 
1949. 6 figs., 24 refs. 


2616. Granulosa-cell Carcinoma of the Ovary in a 
6-year-old Girl. (Granulézobunecny karcinom 
ovaaria broéného dievéata.) 

By — Cinovsky, — Stusna, and F. KLein. 
Bratislavské lekdrs. Listy, 29, 543-548, June 1949. 
7 figs., 8 refs. 


2617. Ovarian Granulosa Cell Tumor and Acrome- 
galy. 

By H. Speert. J. clin. Endocrinol., 
July 1949. 5 figs., 17 refs. 


2618. A Further Case of Carcinomatous Brenner 
Tumour. (Ein weiterer Fall eines verkrebsten Brenner- 
Tumors.) 

By V. Dusrauszky. Geburtsh. u. Frauenheilk., 
9, 473-481, July 1949. 7 figs., bibliography. 


2619. Sympathicotropic (Leydig) Cell Tumor of the 
Ovary with Virilism. Report of a Case. 

By D. WaucuH, E. H. VENNING, and D. 
McEacHErN. J. clin. Endocrinol., 9, 486-496, 
June 1949. 4 figs., 10 refs. 


9, 630-635, 


2620. A Masculinizing Tumor of the Ovary in a 
Postmenopausal Woman. 

By H. J. Winsaver and J. C. Mannine. J. clin. 
Endccrinol., 9, 774-781, Aug. 1949. 6 figs., 12 refs. 


2621. The Growth of Malignant Tumours, with 
Reference to an Ovarian Dysgerminoma. (Ein Beitrag 
zur Frage des Wachstums maligner Tumoren an Hand 
eines Disgerminoms des Eierstocks.) 

By K. W. DatseEr. Strahlentherapie, 79, 243- 
252, 1949. 4 figs., 11 refs. 


2622. Struma Ovarii. Review, and Report of a Case. 
By H. E. Bow es. Proc. Clin. Honolulu, 15, 
13-16, Mar. 1949. 3 figs., 17 refs. 


2623. Carcinoma in a Third Ovary. 
ovarii tertii.) 

By O. StivKa. Ceskoslov. Gynaek., 14, 337- 
343. 1949. 


2624. Endometrial Findings in Leukaemia and their 
Differential Diagnosis. (Endometriumbefunde _ bei 
Leukimie und ihre Differentialdiagnose. ) 

By H. NEvInNy-STICKEL, Zbl. Gynik., 70, 554- 
559, 1948. 5 figs. 

A case of leukaemia is described in which the 
diagnosis was made by the state of the uterine 
mucosa. A 48-year-old woman thought that she 
was pregnant, Just before an examination severe 
uterine haemorrhage occurred. The gynaecological 
findings were normal and a portion of uterine 
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mucosa was removed by suction. The histological 
picture was that of beginning menstrual decay of 
of the mucosa with a certain discordance between 
the appearance of the glandular epithelium and the 
decidual reaction. The striking feature, however, 
was that the blood vessels were practically full 
of immature white blood cells. Three weeks later 
a typical picture of a subleukaemic lymphadenosis 
developed with hard lymph-node swellings in the 
neck, axillae, and inguinal regions. It must be 
supposed that even latent leukaemia in this case 
disturbed the interaction between ovary and 
uterus and delayed menstrual period. The differ- 
ential diagnosis between leukaemia and infective 
endometritis is sometimes difficult when only a 
few plasma cells are present. The diagnosis of 
endometritis is facilitated if there is a well devel- 
oped secretional phase in the mucosa. 
O. Burger 


2625. Adenomatous Endometrial Polyps at the 
Menopause. (Polypes bourgeonnants de la méno- 
pause. ) 

By R. Bourc and A. VAN DER EEKEN. Brux.- 
méd., 29, 661-672, Mar. 27, 1949. 5 figs., 12 refs. 

The authors record 2 cases of polypoid cysto- 
adenoma occurring in elderly, postmenopausal 
patients. In the first patient, aged 76, continuous 
metrorrhagia and pain occurred 26 years after 
the menopause. Clinical examination revealed an 
enlarged uterus (hysterometry: 10 cm.) and 
diagnostic curettage gave evidence of an old cor- 
poreal polyp without signs of malignancy. Total 
hysterectomy was performed and the polyp was 
found to be attached to the fundus by a pedicle 
measuring 3 cm. in diameter; the tumour did not 
penetrate into the muscularis. In the second 
patient, aged 62 years, metrorrhagia appeared 6 
years after the menopause. On clinical examina- 
tion a polyp was seen protruding through the 
external os. The uterus was enlarged (hystero- 
metry: 10 cm.) and diagnostic curettage excluded 
malignancy, the pathologist reporting a uterine 
polyp with cystic glandular dilatation and grossly 
oedematous stroma. Therapeutic curettage was 
performed and the patient left the hospital appar- 
ently cured but returned with violent metro- 
trhagia 7 months later. On clinical examination, it 
appeared that the polyp had recurred; moreover, a 
small area of the cervix showed clinical signs of 
malignancy. Pathological examination confirmed 
the diagnosis of malignancy in the cervix, the 
biopsy specimen containing atypical and infiltrat- 
ing glandular acini of uterine type, and carcinom- 
atous transformation was also found in the polyp. 
The general condition of the patient did not allow 
of surgery and she was treated with radium on 
three occasions. 

On the basis of these 2 cases and of a review 
of the literature, the authors define menopausal 
adenomatous endometrial polyps as pedunculated 
cystadenomata growing on an atrophic endo- 
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metrium, arising many years after cessation of 
menstruation and presenting all the signs of malig- 
nancy, particularly in respect of their unrestricted 
growth, in contrast to the ordinary polyp resulting 
from endometrial hyperplasia. They cannot, how- 
ever, be regarded as truly malignant: they do not 
produce metastases, do not recur after surgical 
removal, and their histology is not that of real 
malignancy. Symptomatology seems to be limited 
to metrorrhagia and clinical signs to enlargement 
of the uterus. Macroscopically the tumour has an 
irregular, vesicular aspect: it is softer than a 
fibroma, but harder than the ordinary polyp. 
Microscopically, glandular cavities of various sizés 
are to be seen and the authors are of the opinion 
that their abundance is suggestive of malignant 
degeneration. In the author’s second case there 
was contact grafting in the cervix—a unique occur- 
rence. In discussing the treatment, a plea is made 
for digital curettage followed 10 days later by 
hystersalpingography. Hysterectomy or radium 
therapy is indicated if bleeding is not stopped by 
this procedure. H. Godar 


2626. Doubtful Malignant Changes in the Endo- 
metrial Epithelium. A Report on 60 Cases From the 
Radiumhemmet. [In English. ] 

By G. Marrusni. Acta radiol., Stockh., 31, 
65-84, 1949. 14 figs., 42 refs. 

At Radiumhemmet in Stockholm cases of 
carcinoma of the uterine body are classified 
according to their microscopical structure. The 
present paper deals with the debatable cases in 
which there is suspicion of malignancy but changes 
are not typical. 

Sixty cases collected between 1914 and 1943 
are described and well illustrated by photomicro- 
graphs. From histological findings: the cases are 
divided into three groups: (1) Cases with ‘‘ sus- 
picious ’’ changes in a functioning endometrium, 
frequently with more or less typical glandular 
cystic hyperplasia of the Swiss-cheese type. (2) 
Cases of very marked glandular proliferation in 
a non-functioning endometrium. (3) Cases in which 
changes suggestive of malignancy are found in an 
endometrial polyp. The 60 cases described con- 
sisted of 24 in group 1, 18 in group 2, and 18 in 
group 3. Most of these cases have common histo- 
logical features but the details differ. 

In group 1, 17 out of 24 patients were meno- 
pausal women; it is suggested that in those who 
had passed the menopause there might be a 
functioning ovarian tumour. According to the 
clinical records none had received oestrogens. In 
group 2 the glands were often numerous and 
closely packed but a definite diagnosis of malig- 
nant tumour could not be made. In group 3, 
typical changes were often seen in uterine polypi 
and these have been considered by other authors 
to be definitely indicative of malignancy. Twenty- 
nine patients had passed the menopause at least 
one year before the endometrial lesion was diag- 
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nosed, 20 were menopausal, and 11 were in the 
reproductive period. Most complained of irregular 
uterine bieeding. All were treated by the Stock- 
holm radium technique, dosage ranging from 2,150 
to 4,370 mg. hours. Of the 60 cases, cancer subse- 
quently developed in 6 within 3% to 14 years 
after radium treatment, cancer of the endo- 
metrium in 5, and adenocarcinoma of the Fallopian 
tube in one. 

These ‘‘ debatable cases’’ form 5.4 per cent of 
all carcinomata of the uterine body. Pseudo- 
malignant lesions in the postmenopausal period 
must be regarded with greater suspicion than those 
occurring earlier. Five out of the 6 patients in 
whom cancer developed later had passed the meno- 
pause at the time of treatment. The suspicion is 
greater in cases of endometrial polyps or of non- 
functioning atypical hyperplasia. ‘‘ Debatable 
cases’’ should be specially mentioned in cancer 
statistics, but it is justifiable to carry out radical 
treatment in such cases. The author believes that 
if radium treatment had not been given a higher 
proportion would have developed cancer. 

[Doubtful cases of endometrial malignancy con- 
stitute a difficult problem in gynaecology. The 
cases described here were all treated with radium 
and yet cancer developed in 10 per cent. This is 
a high proportion and it might be suggested that 
such cases are better treated by hysterectomy, 
thus obviating any risk of carcinomatous change 
in the endometrium, It appears that these ‘‘ debat- 
able cases ’’’ often represent the borderline between 
hyperplasia of the endometrium and frank malig- 
nancy. | Josephine Barnes 


2627. Degeneration Forms of ‘‘ Clear Cells ’’ of the 
Endometrium. (Ueber Degenerationsformen der 
‘‘hellen zellen ’? (Feyter) des Endometriums.) 

By W. Rorrer and J. E1cner. Frankfurt. Z. 
Path., 61, 92-97, 1949. 7 figs., 21 refs. 


2628. Carcinoma of the Endometrium in Young 
Women. 

By H. Speert. Surg. Gynec. Obstet., 88, 332- 
335, Mar. 1949. 6 figs., 20 refs. 

Fourteen cases of carcinoma of the endometrium 
in women under 41 years of age are described. 
The group was of a remarkably low degree of 
fertility; eight of the patients were nulliparous 
and none of the other six had had a pregnancy in 
the previous 14 years. The ovaries were degenerate, 
being described as cystic, sclerotic, or hyaline. 
The endometrium was thick and hypertrophic, 
this hypertrophy being of long standing in some 
of the cases. Squamous metaplasia of the endo- 
cervical glands was frequently found. Three case 
histories are given. 

[It seems likely that at least some of these cases 
would be better described as adenoma malignum 
and not classed as carcinoma of the endometrium. ] 
D. M. Stern 


2629. The Time of Recurrence of Endometrial Car- 
cinoma, 

By H. SpEerT. Amer. J. Obstet. Gynec., 57, 
547-552, Mar. 1949. 2 figs., 7 refs. 

Malignant tumours differ widely in their charac- 
teristic rate of growth. In general uterine tumours 
occupy an intermediate position between the very 
rapid growths such as melanomata and the slow 
ones such as rodent ulcers. In this paper the time 
of recurrence of adenocarcinoma of the uterine 
body is discussed, with reference to a study of 42 
cases. In 41 there was a recurrence within a 5-year 
period. Half the recurrences took place within the 
first year of treatment, and three-quarters within 
2 years. Pre-operative radium application in 
surgically treated cases did not improve the 5-year 
survival rate. Patients treated at an early stage 
did better than those in advanced stages, and 
tumours of low histological grading recurred later 
than more anaplastic types. Kenneth Bowes 


2630. Carcinoma of the Endometrium. 

By E. B. SHEEHAN and A. W. Tucker. J. South 
Carolina med. Ass., 45, 239-248, Aug. 1949. 
21 refs. 


2631. Complex Uterine Tumours (A Case of Sarco- 
Carcinoma of the Endometrium). (Aportacion al 
conocimento de los tumores complejos del utero 
(Un caso de sarco-carcinoma del endometrio) .) 

By J. M. Herrera. Arch. Hosp. S. Tomas, 3, 
205-221, July-Dec. 1949. 8 figs., 34 refs. 


2632. Endometriosis—its Surgical Significance. A 
Critical Analysis of 179 Cases. 

By F. J. Kerry and K. R. ScHLtapEemaNn. Surg. 
Gynec. Obstet. 88, 230-236, Feb. 1949. 3 figs., 
1g refs. 

The authors found endometriosis present in 179 
(8.9 per cent) of 1,991 abdominal gynaecological 
operations, The average age was 38 years, ranging 
from 20 to 65 years. They emphasize the import- 
ance in diagnosis of increasing or progressive 
dysmenorrhoea becoming more intense with each 
succeeding cycle—a symptom which they con- 
sider pathognomonic but which was present in 
only 60 (33.5 per cent) of their series. In most 
cases it is acquired after years of normal menstrual 
cycles, Menorrhagia was present in 25 per cent. 
Lesions of the recto-sigmoid were found in 32 
patients (17.9 per cent), but only half of these 
gave a history of gastro-intestinal disturbance. 
One of them had a partial intestinal obstruction, 
and the remainder complained of painful defaeca- 
tion, abdominal distension, or flatulence imme- 
diately before or during the period. Only 15 
patients complained of dyspareunia, though the 
recto-vaginal septum was involved in 42. The 
surface of the bladder was involved in 13, but only 
6 complained of urinary frequency. [Whether there 
was any relation between these two factors is not 
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stated. The same regrettable omission is found 
with regard to the relation between dyspareunia 
and involvement of the recto-vaginal septum. ] 
Leiomyoma was associated with the endometriosis 
in 40.4 per cent, and in 2 there was adenocarcin- 
oma of the body of the uterus. Of 166 patients who 
had been married for more than 5 years, only 46.4 
per cent had ever become pregnant. This is com- 
pared with a normal fertility rate of about 88 per 
cent. As to the chances of pregnancy occurring 
after surgery, 38 patients were left with the 
theoretical possibility of pregnancy; 23.7 per cent 
of these became pregnant during a follow-up 
period varying from 2 to 6 years. This illustrates 
the value of conservative surgery in endometriosis. 
F, J. Browne 


2633. Pathologic Aspects of Endometriosis. 
By M. B. Dockerty. Minnesota Med., 32, 806- 
808, Aug. 1949. 2 refs. 


2634. The Medical Treatment of Endometriosis and 
the Significance of Endometriosis. 

By J. V. Metcs. Surg. Gynec. Obstet, 89, 
317-321, Sept. 1949. 9 refs. 

2635. Surgical Procedures Involved in the Treat- 
ment of Endometriosis. 

By V. S. CouNnSsELLER. Surg. Gynec. Obstet., 
89, 322-327, Sept. 1949. 

2636. Endometriosis of the Vulva. 

By E. D. RotHman. West. J. Surg. Obstet. 
Gynec., 57, 297-300, July 1949. 3 figs., 15 refs. 

2637. Endometriosis as a Cause of Ileal Obstruction. 

By P. E.McGurr, J. M. Waucu, M. B. 
DockErty, and L. M. Ranpati. Amer. J. Obstet. 
Gynec., 56, 1059-1068, Dec., 1948. 2 figs., 23 refs. 

The author reviews 13 cases in the literature 
of ileal obstruction due to endometriosis and adds 
3 more cases encountered at the Mayo Clinic. In 
all cases the obstruction was in the distal part of 
the ileum. Four patients had complete intestinal 
obstruction, 7 had partial obstruction, and 5 had 
chronic intermittent obstruction. A correct pre- 
operative diagnosis was made in 3 cases, Other 
diagnoses made included appendicitis with ileus, 
malignant obstruction of the ileum, and obstruc- 
tion due to adhesions from pelvic inflammatory 
disease. 

The obstruction is caused more by the tough 
dense adhesions with kinking of the bowel than 
by a tumour mass obstructing the lumen. Bleed- 
ing into the bowel was not noted in any of the 
16 cases of ileal endometriosis. Treatment is by 
resection of the lesion or by a short-circuiting 
operation. In older women bilateral ojphorectomy 
and hysterectomy may be carried out. Associated 
pelvic lesions will require appropriate treatment. 

C. G. Nairn 
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2638. Endometrioma of 
Mucocele of the Appendix. 

By P. SHermit. Brit. J. Surg., 37, 118-120, 
July 1949. 4 figs., 10 refs. 
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2639. Stromal Endometriosis. 

By W. C. Keerrer, J. G. Lee, and J. H. 
Ranpati. J. Lancet, 69, 261-263, Aug. 1949. 3 
figs., 7 refs. 


2640. Two Cases of Extraperitoneal Endometriosis. 
(Zwei Faille extraperitonealer Endometriosen.) 

By K. RicHTER. Gynaecologia, Basel, 128, 
223-229, Sept. 1949. 2 figs., 20 refs. 


2641. Tubal Adenocarcinoma. 
tubario.) 

By P. B. Gaspert. Bol. Soc. venez. Cirug., 
4, II-17, 1949. 
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2642. Hydatid Cyst of the Broad Ligament. 
(Quiste hidatidico de ligamento ancho.) 

By V. S. Bayarri, R. G. Pastor, and J. B. 
SANTOS. Rev. esp. Obstet. Ginec., 8, 287-300, 
July-Aug. 1949. 9 figs., 37 refs. 


2643. Bilateral Broad Ligament Lipomata: Report 
of a Case and Review of the Literature. 

By W. R. Lane and C. B. BLanp, Ann. Surg., 
130, 281-283, Aug. 1949. 17 refs. 


Operations. 

2644. Conservatism in Pelvic Surgery. 

By R. W. Mouter. Med. Ann. Distr. Columbia, 
18, 348-353, July 1949. 1 ref. 


2645. An Abdominal Intubation Nozzle. (Eine ab- 
dominale Pertubationsduse und Grundsitzliches zum 
gynikologischen Operationsprotokoll.) 

By F. Peters. Geburtsh. u. Frauenheilk., 9, 697- 
704, Sept. 1949. 6 figs., 15 refs. 


2646. Experience with Second Laparotomies for 
Gynaecological Conditions. (Erfahrungen aus gynik- 
ologischen Relaparotomien.) 

By E. Kuewni. Geburtsh. u. Frauenheilk., 9, 
666-679, Sept. 1949. 1 fig., 9 refs. 


2647. My Fourth Construction of an Artificial 
Vagina. (Il mio quarto intervento per vagina arti- 
ficiale.) 

By G. Atpano. Monit. ostet.-ginec., 20, 222- 
238, May-June 1949. 2 figs., 16 refs. 


2648. Vesicovaginal Fistula and its Management, 
with a Description of an Intravesical Operation for 
Certain Difficult Cases. 

By L. E. PHaneur and R. C. Graves. Surg. 
Gynec. Obstet., 88, 155-169, Feb. 1949. 10 figs., 
9 refs. 

The authors point out that whereas previously 
urinary fistulae were due in the main to obstetric 
causes they are now more often due to direct 
operative injury. This is a result of improvement 
in obstetric technique and of the great increase 
in the number of gynaecological operations. Other 
causes include carcinoma, irradiation, syphilis, 
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tuberculosis, and the pressure of a foreign body. 
Methods of curing vesico-vaginal fistula are 
summarized as follows: 

(1) Vaginal procedures with variations in tech- 
nique such as (a) paring the edges and closing 
them in one layer with silver wire or alloy wire 
sutures; (b) circumcising the fistulous opening, 
turning a cuff into the bladder, closing the fistula 
by approximating the bladder musculature over 
the cuff without penetrating the bladder mucosa, 
and closing the vaginal wall separately; (c) 
mobilizing the bladder and closing the bladder and 
vagina in separate layers; (d) using the cervix and 
body of the uterus to close the opening; (e) sutur- 
ing pedicled flaps from the vagina and vulva to 
bridge over the defect; (f) using the gracilis muscle 
as a pedicle flap; (g) colpocleisis; (h) partial colpo- 
cleisis. (2) The intravesical procedure through a 
suprapubic incision described and illustrated in this 
article. (3) The suprapubic extraperitoneal pro- 
cedure through a Pfannenstiel incision. (4) the 
intraperitoneal procedure through an abdominal 
incision. (5) Implantation of ureters into the 
sigmoid. 

It is asserted that most vesico-vaginal fistulae 
can be closed by the vaginal route, but there are 
a few cases when exposure is impossible or the 
fistula cannot even be seen. For this latter group 
of cases the authors describe an intravesical type 
of closure. Great stress is laid on the pre-operative 
study and preparation of the patient and the 
procedure is regarded as a combined gynaecological 
and urological problem. Cystoscopy and the 
removal of stones and incrustations from ulcerated 
surfaces are important. Intravenous pyelography 
and/or ureteric catherization are also important. 
Urinary tract infection must be eliminated before 
operation. 

With the patient in the Trendelenburg position, 
a midline suprapubic incision is made, the rectus 
muscles being mobilized from their sheaths to 
permit of adequate retraction. The fat and fascia 
overlying the bladder are divided beneath the 
symphysis and the anterior peritoneal reflection 
is dissected upward. Free mobilization of the 
bladder down to the bladder neck is most import- 
ant. The bladder is opened in the midline and a 
self-retaining retractor inserted. A_ retractor 
against moist gauze draws up the dome of the 
bladder, raising the trigone and the fistula well 
into the field of operation. Ureteric catheters are 
passed. The internal meatus of the urethra must 
be protected against injury. At four corners black 
silk traction sutures are placed around the fistula 
about 0.5 cm. from its edge. The margin of the 
fistula is incised around its circumference and the 
whole thickness of the bladder wall carefully dis- 
sected from the vagina. Only after bladder and 
vagina have been freely mobilized is the vaginal 
opening closed with interrupted sutures of No. o 
or oo chromic catgut a second layer of sutures is 
placed in the vaginal wall if this can be accom- 


plished without tension. The defect in the bladder 
is closed by uniting the muscle layer with inter- 
rupted sutures of oo chromic catgut, A second 
layer may be inserted when the bladder muscle 
wall is thick. Finally, closure is completed by a 
continuous suture of ooo chromic catgut. The 
ureteric catheters are now removed and the 
bladder is closed anteriorly with continuous fine 
plain catgut in two layers. A 26 F. mushroom 
catheter is brought out through the upper pole 
of the bladder incision for constant suprapubic 
drainage of urine. A small rubber drain is placed 
in the pre-vesical space. Penicillin and sulpha- 
diazine are given to combat infection. High fluid 
intake is the best insurance against obstruction. 
The pre-vesical drain is removed in 4 to 5 days 
and the catheter in 3 to 4 weeks. The patient is 
kept in bed during that time. It would appear 
that the authors prefer suprapubic drainage to 
urethral drainage. 

The authors have closed successfully 33 fistulae 
out of 34, and it is believed that the other one 
will eventually close. In addition 6 cases of 
uretero-intestinal anastomosis are described, and 
5 particularly interesting cases abstracted. 

[This is an excellent review and assessment of 
the various methods used in the closure of urinary 
vaginal fistula. The article is extremely well 
illustrated and the technique of the intravesical 
operation can be readily learned from the illustra- 
tions. ] G. Gordon Lennon 


2649. The Transvesical Approach for Repair of 
Vesico-vaginal Fistula. (La via transvesical en la cura 
de Jas fistulas vesico-vaginales. ) 

By T. RonguiLio. Rev. méd. peruana, 21, 261- 
267, May 1949. 


2650. Colposcopy and Carcinoma of the Female 
Genitalia. (Kolposkopie und weibliches Genital- 
karzinom.) 

By G. MEstwerpr. Z. Grztl. Fortbild., 43, 
394-399, Aug. 15, 1949. 9 figs. 


2651. Round Ligament Colpopexy. (Die Ligamen. 
tum-rotundum-Kolpopexie. ) 

By W. Hinz. Geburtsh. u. Frauenheilk., 9, 
527-534, July 1949. 4 figs., 6 refs. 


2652. Hysterectomy. Present-day Indications. 
By R. W. TeLinpve. J. Michigan med. Soc., 
48, 829-831, and 842, July 1949. 


2653. Complications of the Wertheim Abdominal 
Operation for Cancer of the Cervix. (W_ sprawie 
powiklan po rozszerzonym zabiegu  brzusznym 
Wertheima w raku szyjki macicznej.) 

By B. Stepowski. Przeg. Lek., §, 58-61, Jan. 
15, 1949. 


2654. Vaginal Hysterectomy. 
By E. A. Epwarps and R. A. Breese. Surg. 
Gynec. Obstet., 89, 191-199, Aug. 1949. 10 refs. 
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2656. Vaginal Hysterectomy. 
By A. S. CaMpPBELL, Edinb. med. J., 56, 43- 
54, June 1949. 


2656. Vaginal Removal of the Uterus by Morcel- 
lation. 

By E. ALLEN. Amer. J. 
692-700, Apr. 1949. Io refs. 

The author discusses the advantages of vaginal 
hysterectomy over abdominal hysterectomy. A 
series of 640 patients was studied in order to 
determine the value of certain operative pro- 
cedures such as morcellation of the uterus, re- 
moval of the adnexa, and vaginal repair when 
carried out in association with vaginal hysterec- 
tomy. Morcellation of the uterus was necessary 
in 219 patients and vaginal repair was performed 
in 327 cases. 

There were few complications during operation 
in the whole series. Shock developed in one case 
during vaginal repair after hysterectomy; in 
another case the bladder was injured during 
morcellation of the uterus. Routine dilatation of 
the cervix and curettage are advised before vaginal 
hysterectomy, for carcinoma of the body of 
uterus was encountered five times during opera- 
tion. Postoperatively, cystitis, delayed haemor- 
rhage, and pelvic abscess were the most frequent 
complications. Cystitis was twice as common after 
morcellation of the uterus as after simple vaginal 
hysterectomy. This was possibly due to manipula- 
tions in the limited space in the vagina. Pelvic 
abscess was four times, and delayed haemorrhage 
twice, as frequent where the vagina was repaired 
after hysterectomy. From these findings it is 
suggested that delayed haemorrhage is probably 
the result of infection. Treatment of haemorrhage 
was by immediate re-suture and blood trans- 
fusion, if necessary. In one case a recto-vaginal 
fistula was produced during re-suture. Pre- 
operative treatment of anaemia and removal of 
infective foci were considered important in pre- 
venting postoperative embolism. A total of 150 
blood transfusions was given, 94 being pre- 
operative. 

The morbidity rate for the series was 26.4 per 
cent and the average duration of stay in hospital 


Obstet Gynec., 57, 


was 12.9 days. Morbidity was greatest after 
vaginal repair. Morcellation of the uterus also 
caused an increase in morbidity rate. The 


mortality rate of 0.16 per cent was due to 1 
death resulting from small bowel obstruction after 
vaginal hysterectomy and repair in a patient with 
rheumatic heart disease. Margaret C. S. Binnie 


2657. Mucocele of the Cervical Stump, together with 
a Discussion of the Merits of Total v. Supravaginal 
Hysterectomy. 

By R. T. Frank. Amer. J. Obstet. Gynec., 57, 
341-344, Feb. 1949. 1 fig., 8 refs. 

A case of mucocele of the cervical stump is 
presented in this paper. A 41-year-old nullipara 


1143 


who had undergone a supravaginal hysterectomy 
II years earlier was seen in March, 1946, com- 
plaining of slight post-coital bleeding. Examina- 
tion showed a long, freely mobile cervical stump, 
but no abnormality was found. She was told to 
return if the bleeding recurred. Sixteen months 
later, when she was seen again, she gave a history 
of a sudden loss of two or three glassfuls of 
clear mucus from the vagina. During examination 
the loss continued; the cervical stump seemed 
short, and there was a fluctuant resistance in the 
pouch of Douglas. Thick mucus extruded from 
the external os on pressure per rectum, and a 
uterine sound revealed a cavity the size of an 
orange. At operation one month later a mucocele 
of the cervical stump containing some 6 oz. (170 
ml.) of mucus was discovered. Pathological 
examination showed the sac to be lined with a 
single layer of typical cervical epithelium. The 
reason for this sudden increase in secretion is 
unknown. 

The author concludes with a discussion on the 
merits of total versus supravaginal hysterectomy. 
He believes that the dangers of stump carcinoma 
have been greatly exaggerated, although careful 
examination of the cervix must be made at the 
time of operation. The upper part of the stump 
should be coned out so that the sutures closing 
it pass through tissue devoid of mucosa. Pro- 
lapse following supravaginal hysterectomy is ade- 
quately dealt with by the Manchester operation. 
but is often difficult to cure following the total 
operation. He also finds an increased incidence of 
dyspareunia, dysuria, and dryness of the genitals, 
associated with a short, scarred, dry vagina, after 
the total operation. Supravaginal hysterectomy is 
advocated for benign lesions, and the total opera- 
tion employed only when the cervix cannot be 
restored to normal. For carcinoma of the cervix 
radiotherapy alone is preferred. 

{In the presence of corpus carcinoma or sar- 
coma, the radical Wertheim technique is advo- 
cated in this paper. In view of the pathology of 
spread of these tumours the use of the radical 
operation would seem to be not altogether logical. ] 

C. Christopher Bowley 

2658. Complete Versus Supravaginal Hysterec- 
tomy. 

By H. S. Irons. N.Y. St. J. Med., 49, 1951- 
1955, Aug. 15, 1949. 8 refs. 


2659. Inversion of the Vagina Following Hysterec- 
tomy. 

By C. J. ANDREws. Amer. J. Obstet. Gynec., 
57, 448-454, Mar. 1949. 13 figs., 3 refs. 

A modified method for the radical cure of in- 
version of the vagina following hysterectomy is 
described. The pubocervical fascia [vaginal 
muscle] is plicated from the urethra to the top 
of the vagina. The enterocele is dissected, tied 
and excised, the levator ani muscles are brought 
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together, and the Berkeley-Bonney modification of 
the Le Fort operation is employed in sewing up the 
vaginal flaps. The ‘‘ crown stitch of Emmet’’ is 
used in the repair of the perineum. D. M. Stern 


2660. Prolapsed Fallopian Tube as a Complication of 
Vaginal Hysterectomy: Report of 2 Cases. 

By T. W. McE iy, and D. O. Ferris. Proc. 
Mayo Clin., 24, 447-452, Aug. 17, 1949. 2 figs., 
7 refs. 


2661. New Method of Dovetail Approximation of 
the Ligaments in Vaginal Hysterectomy for Proci- 
dentia. A Preliminary Report. 

By H. Stucker and J. R. Herron. Amer. J. 
Obstet. Gynec., 58, 392-396, Aug. 1949. 6 figs., 
14 refs. 


2662. Total Intra-isthmic Hysterectomy. 
ectomia totale intrafstmica. ) 

By C. Decto. Obstet. Ginec. lat.-amer., 7, 152- 
155, May 1949. 


(Ister- 


2663. Cervical Dilatation and the Isthmus-Cervix 
Ligaments. (Muttermundseroffnung und Isthmus- 
Zervixbandapparat. ) 

By H. W. Kayser. Zbl. Gynik., 71, 168-172, 
1949. I fig., 3 refs. 


2064. Conservation and Recovery of Tubal Patency. 
(Sulla conservazione e ripistino della pervieta’ tuba- 
rica.) 

By I. and B. Satvapori. Riv. ital. 
Ginec., 32, 127-136, Mar.-Apr. 1949. 2 figs., 
13 refs. 

Eight mature bitches were subjected to laparo- 
tomy: a 6 to 8 mm. length of one uterine cornu 
was excised and the cut ends were united end-to- 
end by interrupted silk sutures, after introduction 
of a paraffin cylinder about 4 cm, long into the 
lumen of the organ. After 15 to 20 days hyster- 
ectomy was performed, the patency of the uterus 
was tested by hysterography, and the area of 
anastomosis was examined histologically. In all 
the cases the uterine cornu proved patent. No 
gross changes were observed. Histological exam- 
ination revealed either replacement of the muscular 
tissue by fibro-cellular connective tissue over a 
narrow area or “‘ intimate adhesions of the muscle 
fibres’? at the site of the anastomosis. The 
mucous membrane appeared normal and com- 
pletely lined the area. 

These experiments were carried out at the 
Gynaecological and Obstetric Clinic of Padua 
University. The authors conclude that, in the 
human subject, partial salpingectomy with end- 
to-end anastomosis after insertion of a cylindrical 
paraffin cast into the tubal lumen is the most 
rational and physiological method of restoring 
tubal patency in cases of occlusion of the central 
portion of the Fallopian tube. N. Alders 


2665. Complications of Salpingography and Tubal 
Insufflation. (Verwikkelingen na salpingographie en 
pertubatie. ) 

By T. J. Van Sante. Ned. Tijdschr. Geneesk., 
93, 2783-2791, Aug. 13, 1949. 


2666. Operations for Prolapse. (Zur Frage der Pro- 
lapsoperationen. ) 

By K. Burcer. Geburtsh. Frauenheilk., 9, 
549-554, Aug. 1949. 4 figs. 


2667. Interfascial Shortening of Ligaments in 
Operative Treatment of Fixed Retroflexion and Retro- 
version of the Uterus. (Die interfasziale Bandver- 
kiirzung zur operativen Behandlung der fixierten 
Retroversioflexio uteri.) 

By K. PopiescHKa. Geburtsh. Frauenheilk.., 
9, 683-691, Sept. 1949. 3 figs., 31 refs. 


2668. Vault-suspension. 
By H. G. E. Artuure. Proc. R. Soc, Med., 
42, 388-390, June 1949. 8 refs. 


2669. Operative Treatment of Rectal Prolapse in 
Women. (Die operative Behandlung des Mastdarm- 
vorfalles bei der Frau.) 

By E. Martin. Geburtsh. u. Frauenheillk., 9, 
602-604, Aug. 1949. 3 figs. 


2670. Abdominal Cystoceleoplasty. 

By C. B. Marek. Amer. J. Obstet. Gynec., 
57, 345-350, Feb. 1949. 4 figs. 

The author regards cystocele as a herniation of 
the bladder through disrupted pubo-cervical fascia. 
He states that herniation usually begins near the 
cervix as a result of tearing of the fascia from its 
cervical attachment. In the repair of a large 
cystocele the Manchester operation is considered 
to be the method of choice for restoring the struc- 
tures to their normal anatomical position, but the 
author then describes his technique for repairing 
the pubo-cervical fascia from above during the 
operation of abdominal hysterectomy. The 
b'adder is mobilized from the uterus, cervix, and 
vagina until the bladder neck is exposed and the 
pubo-cervical fascia and lateral ligaments of the 
uterus are displayed. The thickened lateral por- 
tions of the fascia are then sutured in the midline 
from below upwards with interrupted catgut 
sutures. The cardinal ligaments may be similarly 
sutured in front of the cervix, and if further 
support is required the utero-sacral ligaments are 
plicated. Details are given of 3 cases treated 
successfully in this way. J. Stallworthy 


Urology. 

2671. The Ectopic Kidney: A Gynecologic Diag- 
nostic Problem. 

By J. R. Wotrrand F.M. Mauer. Urol, cutan. 
Rev., 53, 389-392, July 1949. 3 figs., 11 refs. 
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REVIEW OF CURRENT LITERATURE 


2672. Urethral Caruncle. 

By J. K. Patmer, J. L. Emmett, and J. R. 
McDonaLp. Surg. Gynec. Obstet., 87, 611-620, 
Nov. 1948. 4 figs., 40 refs. 

A comprehensive review of the literature relating 
to urethral caruncle in all its aspects is provided 
as a background to an analysis of 120 cases care- 
fully fol'owed up. Microscopical study of multiple 
sections of the caruncle in each case revea'ed none 
of the roots’’ or ‘‘ ramifications ’’ often des- 
cribed and in all cases the initial change appeared 
to be a prolapse, varying in degree, of the urethral 
mucosa, usually regional but sometimes circum- 
ferential. The authors conclude that anatomical 
structure predisposed to this prolapse, and that 
the combination of exposed site and histo!ogical 
structure led to the formation of the fully estab- 
lished caruncle. They believe that the many and 
varied classifications merely lead to confus‘on, and 
that caruncle and prolapse should be included under 
the same heading, the term caruncle being more 
properly restricted to a prolapse which is localized 
rather than circumferential. No new form of 
treatment is advocated, and as nearly a third of 
all their cases proved to be recurrent the authors 
regard the main object of treatment as relief of 
symptoms. They emphasize that in spite of its 
established benignancy every specimen of caruncle 
‘should be examined microscopically, as malignant 
lesions can occur side by side with the benign. 

A. F, Anderson 


2673. Prolapse of the Urethra in Women. (Urethra- 
prolaps hos kvinnor.) 

By E. Wirentus. Nord. Med., 42, 1170-1171, 
July 8, 1949. 14 refs. 

2674. Urethral Diverticulum in the Female: A 
Clinical Study. 

By V. S. CounsEetter. Amer. J. Obstet. 
Gynec., 57, 231-236, Feb. 1949. 8 refs. 

Reviewing 71 cases of urethral diverticulum in 
the female, the author states that the condition is 
less common than has been thought. The divert- 
icula are of congenital origin and subsequent'y 
modified by trauma and infection. The sac is 
lmed by urethral mucosa and opens into the 
urethra usually in the midline and at the level of 
the middle third of the vagina. The duration of 
the symptoms is variable, the usual ones being 
pain, frequency of micturition, leakage of urine 
after emptying the bladder, and dyspareunia. 
Later a vaginal mass develops. The condition 
may be mistaken for stress incontinence. The 
treatment is surgical and consists of local excision. 

Kenneth Bowes 


2675. Urethral Diverticulum in Women. (Urethra- 
divertiklar hos kvinnor.) 

By A. INGELMAN-SUNDBERG. Nord, Med., 42, 
1168-1170, July 8, 1949. 4 figs., 8 refs. 
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2676. The Etiology of Stress Incontinence. 


By S. R. MUELLNER. Surg. Gynec. Obstet., 88, 
237-242, Feb. 1949. 9 figs., 9 refs. 


The author in an attempt to gain information 
about the normal mechanism responsible for urin- 
ary control, and the cause of stress incontinence, 
made a total of 85 direct observations on normal 
and abnormal micturition under the fluoroscope, 
30 of which were on women with stress incontin- 
ence. The bladder was filled with 200 to 300 ml. 
of a contrast medium consisting of a 5 per cent 
solution of sodium iodide to which a 20 ml. 
ampoule of aqueous ‘‘ diodrast’’ (35 per cent by 
volume) had been added. Observations were made 
with the subject standing, supine, and turned to 
one side or the other. The effects of coughing and 
straining on the bladder and its supports, and the 
events at the beginning of micturition and when 
the urinary stream was inhibited, were noted. 

In the normal nullipara while lying down the 
base of the bladder lies just above the symphysis 
pubis, forming a horizontal line, and this position 
is maintained when she stands up. When she 
coughs the bladder base does not yield. When 
she is asked to pass urine the bladder base is seen 
to descend sharply so that the region of the 
sphincter becomes the most dependent part and 
assumes a pointed appearance. This opens the 
internal sphincter slightly and allows a_ small 
amount of urine to enter the proximal uretha. 
This is followed by contraction of the detrusor and 
uninterrupted micturition. If she is now asked 
to stop the flow she pulls the bladder base up 
quickly and to a level slightly higher than it occu- 
pied before micturition began. 

In the continent multipira the bladder base 
sinks to a considerably lower level in the standing 
than in the recumbent position, showing that the 
bladder supports are more yielding. | When she 
coughs the bladder base descends as a who'e, show- 
ing that mere isolation of the bladder supports does 
not impair urinary control. The base does not 
become pointed. 

These observations show that the blidder base, 
especially the internal sphincter, is in close relation 
to the muscles of the pelvic floor, that these 
muscles play a very active part in the initiation 
and inhibition of the urinary stream, and that 
when the continent woman stands up they form a 
firm support for the internal sphincter, taking up 
any sharp increases in intravaginal pressure result- 
ing from such strains as coughing. The pubo- 
coccygeus muscle and perhaps to a lesser extent 
the deep transverse perineal muscle play this 
important part. These muscles with a somatic 
nerve innervation are responsible for the descent 
of the internal sphincter at the start of micturition 
and they sharply lift the bladder base up to shut 
the stream off. It is the descent and the opening 
of the internal sphincter which initiate the reflexes 
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of micturition. The descent and “ pointing ’’ of 
the bladder at the start of micturition are due not 
to downward pull, for there are no muscles in the 
pelvic floor which could pull the bladder base 
down, but to a downward push from increased 
intra-abdominal pressure, gravity, and the relaxa- 
tion of the muscles of the pelvic floor. Erect man 
thus has a dual mechanism for urinary control. 
First there is the internal sphincter which in tonic 
contractions while the detrusor is relaxed effec- 
tively shuts the bladder off, and secondly there are 
the muscles of the pelvic floor. For urinary 
control in the female the distal two-thirds of the 
uretha are of no consequence, 

When the incontinent woman stands up, though 
the bladder base descends as a whole, it is the 
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region of the internal sphincter that descends most 
and becomes the most dependent part of the 
bladder, which thus assumes the ‘‘ pointed ”’ 
appearance characteristic of the bladder poised for 
micturition. Only a little further descent is 
necessary to open the internal sphincter and allow 
a jet of urine to escape. In stress incontinence 
the region of the internal sphincter is not supported 
and this allows the sphincter to become dependent 
so as to give the bladder base its characteristic 
appearance when the patient stands up. It is for 
this reason that most women with:stress incontin- 
ence do not lose their urine when lying down, but 
lose it when they suddenly increase the intra- 
abdominal pressure on standing up. 
F. J]. Browne 
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2607. Experimental Ovarian Tumors in Rats. 

By G. R. Biskinp and M. S. BisKinp. Amer, J. 
clin, Path., 19, 501-521, June 1949. 17 figs., 
21 refs. 


2608. Ovarian Tumors in Childhood. 
By H. W. Darceon. Pediatrics, 3, 773-776, 
June 1949. 8 refs. 


2609. An Acute Painful Syndrome due to Function- 
ing Ovarian Tumours. (Sindrome agudo doloroso por 
tumoraciones functionales del ovario.) 

By G. Z. Garpuno. Rev. med. Hosp. gen., 12, 
313-332, June 1949. Io figs., 14 refs. 


2610. Fibromyoma of the Ovaries. 
vajetnika.) 

By E. Nemec. Bratislavske lekdrs. Listy, 29, 
597-604, July 1949. 1 fig., 21 refs. 
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2611. The Hormone-secreting Ovarian Tumours. 
(Die hormonbildenden Ovarialtumoren.) 

By V. Dusrauszky. Dtsch. med. Wschr., 74, 
856-859, July 15, 1949. 2 figs. 


2612. Giant Ovarian Cyst in a Twenty-year Old 
Girl. Case Report. 

By R. A. Herrorr. J. Mt Sinai Hosp., 16, 
57-60, May-June 1949. 2 figs., 8 refs. 


2613. Coexisting Primary Cancer of the Ovary and 
Fundus Uteri. 

By J. Kie1n. Connecticut med. J., 13, 
Sept. 1949. 3 figs., 6 refs. 


2614. Results of Treatment of Carcinoma of the 
Ovary with Data of the Age Incidence of this Disease. 
J. H. Marks and M. H. WIrTTeENzoRG. Surg. 
Gynec. Obstet., 87, 541-545, Nov. 1948. 3 figs., 
9 refs. 

A series of 76 patients treated with X-rays at the 
New England Deaconess Hospital for malignant 
ovarian tumours has been studied by the authors 
in an attempt to decide whether radiotherapy 
should be employed in such cases or not, The 
results are similar to those of other workers, the 
estimated 5-year survival rate being 21 per cent. 
No details are given of the extent of the disease 
in the patients treated unsuccessfully and the 
emphasis of interest is laid rather on those who 
have survived more than 5 years despite exten- 
sive disease initially, details of each being given. 
The plan of radiotherapy is outlined and an 
interesting table is given illustrating the ‘‘ age 
specific incidence’’ of carcinoma of the ovary, 
which decreases after the age of 60, whereas for 
most other organs the cancer rate rises steadily 
with advancing years. The conclusion is arrived 
at that X-ray therapy should be used in all cases 
of ovarian carcinoma, that it may occasionally 
result in cure even in the advanced stages of the 
disease, and also that palliative radiotherapy may 


give very gratifying results and is usually worth 
while even where cure is not obtained. 
A. Anderson 


2615. Theca Lutein Cell Tumours of the Ovary. 
(Ueber Thecaluteinizelltumoren des Ovars.) 

By E. Lau. Frankfurt. Z. Path., 60, 327-341, 
1949. 6 figs., 24 refs. 


2616. Granulosa-cell Carcinoma of the Ovary in a 
6-year-old Girl. (Granulézobunecny  karcinom 
ovaaria broéného dievéata.) 

By — Crinovsky, — Stusna, and F. Kien. 
Bratislavské lekdrs. Listy, 29, 543-548, June 1949. 
7 figs., 8 refs. 


2617. Ovarian Granulosa Cell Tumor and Acrome- 
galy. 

By H. Speert. J. clin. Endocrinol., 9, 630-635, 
July 1949. 5 figs., 17 refs. 


2618. A Further Case of Carcinomatous Brenner 
Tumour. (Ein weiterer Fall eines verkrebsten Brenner- 
Tumors.) 

By V. Dusrauszky. Geburtsh. u. Frauenheilk., 
9, 473-481, July 1949. 7 figs., bibliography. 


2619. Sympathicotropic (Leydig) Cell Tumor of the 
Ovary with Virilism. Report of a Case. 

By D. Waucu, E. H. VENNING, and D. 
McEacHErN. J. clin. Endocrinol., 9, 486-496, 
June 1949. 4 figs., 10 refs. 


2620. A Masculinizing Tumor of the Ovary in a 
Postmenopausal Woman. 

By H. J. Winsaver and J. C. Mannine. J. clin. 
Endccrinol., 9, 774-781, Aug. 1949. 6 figs., 12 refs. 


2621. The Growth of Malignant Tumours, with 
Reference to an Ovarian Dysgerminoma. (Ein Beitrag 
zur Frage des Wachstums maligner Tumoren an Hand 
eines Disgerminoms des Eierstocks. ) 

By K. W. Datser. Strahlentherupie, 79, 243- 
252, 1949. 4 figs., 11 refs. 


2622. Struma Ovarii. Review, and Report of a Case. 
By H. E. Bowes. Proc. Clin. Honolulu, 15, 
13-16, Mar. 1949. 3 figs., 17 refs. 


2623. Carcinoma in a Third Ovary. 
ovarii tertii.) 

By O. StivKa. Ceskoslov. Gynaek., 14, 337- 
1949. 


2624. Endometrial Findings in Leukaemia and their 
Differential Diagnosis. (Endometriumbefunde _ bei 
Leukamie und ihre Differentialdiagnose. ) 

By H. NEvInNy-StTIcKEL. Zbl. Gynik., 70, 554- 
559, 1948. 5 figs. 

A case of leukaemia is described in which the 
diagnosis was made by the state of the uterine 
mucosa. A 48-year-old woman thought that she 
was pregnant. Just before an examination severe 
uterine haemorrhage occurred. The gynaecological 
findings were normal and a portion of uterine 


(Carcinoma 


4 
i, 
; 
q 
4 
| 
| 
| 
: 
| 
a 


REVIEW OF CURRENT LITERATURE 


mucosa was removed by suction. The histological 
picture was that of beginning menstrual decay of 
of the mucosa with a certain discordance between 
the appearance of the glandular epithelium and the 
decidual reaction. The striking feature, however, 
was that the blood vessels were practically full 
of immature white blood cells. Three weeks later 
a typical picture of a subleukaemic lymphadenosis 
developed with hard lymph-node swellings in the 
neck, axillae, and inguinal regions. It must be 
supposed that even latent leukaemia in this case 
disturbed the interaction between ovary and 
uterus and delayed menstrual period. The differ- 
ential diagnosis between leukaemia and infective 
endometritis is sometimes difficult when only a 
few plasma cells are present. The diagnosis of 
endometritis is facilitated if there is a well devel- 
oped secretional phase in the mucosa. 
O. Burger 


2625. Adenomatous Endometrial Polyps at the 
Menopause. (Polypes bourgeonnants de la méno- 
pause. ) 

By R. Bourc and A. VAN DER EEKEN. Brux.- 
méd., 29, 661-672, Mar. 27, 1949. 5 figs., 12 refs. 

The authors record 2 cases of polypoid cysto- 
adenoma occurring in elderly, postmenopausal 
patients. In the first patient, aged 76, continuous 
metrorrhagia and pain occurred 26 years after 
the menopause. Clinical examination revealed an 
enlarged uterus (hysterometry: 10 cm.) and 
diagnostic curettage gave evidence of an old cor- 
poreal polyp without signs of malignancy. Total 
hysterectomy was performed and the polyp was 
found to be attached to the fundus by a pedicle 
measuring 3 cm. in diameter; the tumour did not 
penetrate into the muscularis. In the second 
patient, aged 62 years, metrorrhagia appeared 6 
years after the menopause. On clinical examina- 
tion a polyp was seen protruding through the 
external os. The uterus was enlarged (hystero- 
metry: 10 cm.) and diagnostic curettage excluded 
malignancy, the pathologist reporting a uterine 
polyp with cystic glandular dilatation and grossly 
oedematous stroma. Therapeutic curettage was 
performed and the patient left the hospital appar- 
ently cured but returned with violent metro- 
trhagia 7 months later. On clinical examination, it 
appeared that the polyp had recurred; moreover, a 
small area of the cervix showed clinical signs of 
malignancy. Pathological examination confirmed 
the diagnosis of malignancy in the cervix, the 
biopsy specimen containing atypical and infiltrat- 
ing glandular acini of uterine type, and carcinom- 
atous transformation was also found in the polyp. 
The general condition of the patient did not allow 
of surgery and she was treated with radium on 
three occasions. 

On the basis of these 2 cases and of a review 
of the literature, the authors define menopausal 
adenomatous endometrial polyps as pedunculated 
cystadenomata growing on an atrophic endo- 
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metrium, arising many years after cessation of 
menstruation and presenting all the signs of malig- 
nancy, particularly in respect of their unrestricted 
growth, in contrast to the ordinary polyp resulting 
from endometrial hyperplasia. They cannot, how- 
ever, be regarded as truly malignant: they do not 
produce metastases, do not recur after surgical 
removal, and their histology is not that of real 
malignancy. Symptomatology seems to be limited 
to metrorrhagia and clinical signs to enlargement 
of the uterus. Macroscopically the tumour has an 
irregular, vesicular aspect: it is softer than a 
fibroma, but harder than the ordinary polyp. 
Microscopically, glandular cavities of various sizés 
are to be seen and the authors are of the opinion 
that their abundance is suggestive of malignant 
degeneration. In the author’s second case there 
was contact grafting in the cervix—a unique occur- 
rence. In discussing the treatment, a plea is made 
for digital curettage followed 10 days later by 
hystersalpingography. Hysterectomy or radium 
therapy is indicated if bleeding is not stopped by 
this procedure. H. Godar 


2626. Doubtful Malignant Changes in the Endo- 
metrial Epithelium. A Report on 60 Cases From the 
Radiumhemmet. [In English. ] 

By G. Marrusni. Acta radiol., Stockh., 31, 
65-84, 1949. 14 figs., 42 refs. 

At Radiumhemmet in Stockholm cases of 
carcinoma of the uterine body are classified 
according to their microscopical structure. The 
present paper deals with the debatable cases in 
which there is suspicion of malignancy but changes 
are not typical. 

Sixty cases collected between 1914 and 1943 
are described and well illustrated by photomicro- 
graphs. From histological findings the cases are 
divided into three groups: (1) Cases with ‘‘ sus- 
picious ’’ changes in a functioning endometrium, 
frequently with more or less typical glandular 
cystic hyperplasia of the Swiss-cheese type. (2) 
Cases of very marked glandular proliferation in 
a non-functioning endometrium. (3) Cases in which 
changes suggestive of malignancy are found in an 
endometrial polyp. The 60 cases described con- 
sisted of 24 in group 1, 18 in group 2, and 18 in 
group 3. Most of these cases have common histo- 
logical features but the details differ. 

In group 1, 17 out of 24 patients were meno- 
pausal women; it is suggested that in those who 
had passed the menopause there might be a 
functioning ovarian tumour. According to the 
clinical records none had received oestrogens. In 
group 2 the glands were often numerous and 
closely packed but a definite diagnosis of malig- 
nant tumour could not be made. In group 3, 
typical changes were often seen in uterine polypi 
and these have been considered by other authors 
to be definitely indicative of malignancy. Twenty- 
nine patients had passed the menopause at least 
one year before the endometrial lesion was diag- 
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nosed, 20 were menopausal, and 11 were in the 
reproductive period. Most complained of irregular 
uterine bleeding. All were treated by the Stock- 
holm radium technique, dosage ranging from 2,150 
to 4,370 mg. hours. Of the 60 cases, cancer subse- 
quently developed in 6 within 3% to 14 years 
after radium treatment, cancer of the endo- 
metrium in 5, and adenocarcinoma of the Fallopian 
tube in one. 
These ‘‘ debatable cases’’ form 5.4 per cent of 
all carcinomata of the uterine body. Pseudo- 
malignant lesions in the postmenopausal period 
must be regarded with greater suspicion than those 
occurring earlier. Five out of the 6 patients in 
whom cancer developed later had passed the meno- 
pause at the time of treatment. The suspicion is 
greater in cases of endometrial polyps or of non- 
functioning atypical hyperplasia. ‘‘ Debatable 
cases’’ should be specially mentioned in cancer 
statistics, but it is justifiable to carry out radical 
treatment in such cases. The author believes that 
if radium treatment had not been given a higher 
proportion would have developed cancer. 
[Doubtful cases of endometrial malignancy con- 
stitute a difficult problem in gynaecology. The 
cases described here were all treated with radium 
and yet cancer developed in 1o per cent. This is 
a high proportion and it might be suggested that 
such cases are better treated by hysterectomy, 
thus obviating any risk of carcinomatous change 
in the endometrium. It appears that these ‘‘ debat- 
able cases ’’ often represent the borderline between 
hyperplasia of the endometrium and frank malig- 
nancy. | Josephine Barnes 


2627. Degeneration Forms of ‘‘ Clear Cells ’’ of the 
Endometrium. (Ueber Degenerationsformen der 
‘‘hellen zellen (Feyter) des Endometriums.) 

By W. Rorrer and J. E1cner. Frankfurt. Z. 
Path., 61, 92-97, 1949. 7 figs., 21 refs. 


2628. Carcinoma of the Endometrium in Young 
Women. 

By H. Speert. Surg. Gynec. Obstet., 88, 332- 
335, Mar. 1949. 6 figs., 20 refs. 

Fourteen cases of carcinoma of the endometrium 
in women under 41 years of age are described. 
The group was of a remarkably low degree of 
fertility; eight of the patients were nulliparous 
and none of the other six had had a pregnancy in 
the previous 14 years. The ovaries were degenerate, 
being described as cystic, sclerotic, or hyaline. 
The endometrium was thick and hypertrophic, 
this hypertrophy being of long standing in some 
of the cases. Squamous metaplasia of the endo- 
cervical glands was frequently found. Three case 
histories are given. 

[It seems likely that at least some of these cases 
would be better described as adenoma malignum 
and not classed as carcinoma of the endometrium. | 
D. M. Stern 


2629. The Time of Recurrence of Endometrial Car- 
cinoma, 

By H. SpEert. Amer. J]. Obstet. Gynec., 57, 
547-552, Mar. 1949. 2 figs., 7 refs. 

Malignant tumours differ widely in their charac- 
teristic rate of growth. In general uterine tumours 
occupy an intermediate position between the very 
rapid growths such as melanomata and the slow 
ones such as rodent ulcers. In this paper the time 
of recurrence of adenocarcinoma of the uterine 
body is discussed, with reference to a study of 42 
cases. In 41 there was a recurrence within a 5-year 
period. Half the recurrences took place within the 
first year of treatment, and three-quarters within 
2 years. Pre-operative radium application in 
surgically treated cases did not improve the 5-year 
survival rate, Patients treated at an early stage 
did better than those in advanced stages, and 
tumours of low histological grading recurred later 
than more anaplastic types. Kenneth Bowes 


2630. Carcinoma of the Endometrium, 

By E. B. SHEEHAN and A. W. Tucker. J. South 
— med. Ass., 45, 239-248, Aug. 1949. 
21 refs. 


2631. Complex Uterine Tumours (A Case of Sarco- 
Carcinoma of the Endometrium). (Aportacion al 
conocimento de los tumores complejos del utero 
(Un caso de sarco-carcinoma del endometrio) .) 

By J. M. HerrerA. Arch. Hosp. S. Tomas, 3, 
205-221, July-Dec. 1949. 8 figs., 34 refs. 


2632. Endometriosis—its Surgical Significance. A 
Critical Analysis of 179 Cases. 

By F. J. Ketry and K. R. ScHLapEemaNn. Surg. 
Gynec. Obstet. 88, 230-236, Feb. 1949. 3 figs., 
1g refs. 

The authors found endometriosis present in 179 
(8.9 per cent) of 1,991 abdominal gynaecological 
operations. The average age was 38 years, ranging 
from 20 to 65 years. They emphasize the import- 
ance in diagnosis of increasing or progressive 
dysmenorrhoea becoming more intense with each 
succeeding cycle—a symptom which they con- 
sider pathognomonic but which was present in 
only 60 (33.5 per cent) of their series. In most 
cases it is acquired after years of normal menstrual 
cycles. Menorrhagia was present in 25 per cent. 
Lesions of the recto-sigmoid were found in 32 
patients (17.9 per cent), but only half of these 
gave a history of gastro-intestinal disturbance. 
One of them had a partial intestinal obstruction, 
and the remainder complained of painful defaeca- 
tion, abdominal distension, or flatulence imme- 
diately before or during the period. Only 15 
patients complained of dyspareunia, though the 
recto-vaginal septum was involved in a2. The 
surface of the bladder was involved in 13, but only 


6 complained of urinary frequency. [Whether there 
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stated. The same regrettable omission is found 
with regard to the relation between dyspareunia 
and involvement of the recto-vaginal septum. ] 
Leiomyoma was associated with the endometriosis 
in 40.4 per cent, and in 2 there was adenocarcin- 
oma of the body of the uterus. Of 166 patients who 
had been married for more than 5 years, only 46.4 
per cent had ever become pregnant. This is com- 
pared with a normal fertility rate of about 88 per 
cent. As to the chances of pregnancy occurring 
after surgery, 38 patients were left with the 
theoretical possibility of pregnancy; 23.7 per cent 
of these became pregnant during a follow-up 
period varying from 2 to 6 years. This illustrates 
the value of conservative surgery in endometriosis. 
F, J. Browne 

2633. Pathologic Aspects of Endometriosis. 

By M. B. DockErty. Minnesota Med., 32, 806- 
808, Aug. 1949. 2 refs. 


2634. The Medical Treatment of Endometriosis and 
the Significance of Endometriosis. 

By J. V. Metcs. Surg. Gynec. Obstet, 89, 
317-321, Sept. 1949. 9 refs. 

2635. Surgical Procedures Involved in the Treat- 
ment of Endometriosis. 

By V. S. CouNnsELLER. Surg. Gynec. Obstet., 
89, 322-327, Sept. 1949. 

2636. Endometriosis of the Vulva. 

By E. D. Rotuman. West. J. Surg. Obstet. 
Gynec., 57, 297-300, July 1949. 3 figs., 15 refs. 

2637. Endometriosis as a Cause of Ileal Obstruction. 

By P. E.McGurr, J. M. Waucu, M. B. 
DockErRTY, and L. M. Amer. J. Obstet. 
Gynec., 56, 1059-1068, Dec., 1948. 2 figs., 23 refs. 

The author reviews 13 cases in the literature 
of ileal obstruction due to endometriosis and adds 
3 more cases encountered at the Mayo Clinic. In 
all cases the obstruction was in the distal part of 
the ileum. Four patients had complete intestinal 
obstruction, 7 had partial obstruction, and 5 had 
chronic intermittent obstruction. A correct pre- 
operative diagnosis was made in 3 cases, Other 
diagnoses made included appendicitis with ileus, 
malignant obstruction of the ileum, and obstruc- 
tion due to adhesions from pelvic inflammatory 
disease. 

The obstruction is caused more by the tough 
dense adhesions with kinking of the bowel than 
by a tumour mass obstructing the lumen. Bleed- 
ing into the bowel was not noted in any of the 
16 cases of ileal endometriosis. Treatment is by 
resection of the lesion or by a short-circuiting 
operation. In older women bilateral o6phorectomy 
and hysterectomy may be carried out. Associated 
pelvic lesions will require appropriate treatment. 

C. G. Nairn 
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2638. Endometrioma of 
Mucocele of the Appendix. 

By P. SHermitt. Brit. J. Surg., 37, 118-120, 
July 1949. 4 figs., 10 refs. 
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2639. Stromal Endometriosis. 

By W. C. KeetteL, J. G. Lee, and J. H. 
RanpaL_. J. Lancet, 69, 261-263, Aug. 1949. 3 
figs., 7 refs. 


2640. Two Cases of Extraperitoneal Endometriosis. 
(Zwei Falle extraperitonealer Endometriosen. ) 

By K. RicutTER. Gynaecologia, Basel, 128, 
223-229, Sept. 1949. 2 figs., 20 refs. 


2641. Tubal Ad arci 
tubario.) 

By P. B. GasPERt. 
4, II-17, 1949. 
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2642. Hydatid Cyst of the Broad Ligament. 
(Quiste hidatidico de ligamento ancho.) 

By V. S. Bayarri, R. G. Pastor, and J. B. 
Santos. Rev. esp. Obstet. Ginec., 8, 287-300, 
July-Aug. 1949. 9 figs., 37 refs. 


2643. Bilateral Broad Ligament Lipomata: Report 
of a Case and Review of the Literature. 

By W. R. Lane and C. B. Bann. Ann. Surg., 
130, 281-283, Aug. 1949. 17 refs. 


Operations. 

2644. Conservatism in Pelvic Surgery. 

By R. W. Mouter. Med. Ann. Distr. Columbia, 
18, 348-353, July 1949. 1 ref. 


2645. An Abdominal Intubation Nozzle. (Eine ab- 
dominale Pertubationsduse und Grundsitzliches zum 
gynakologischen Operationsprotokoll.) 

By F. Peters. Geburtsh. u, Frauenheilk., 9, 697- 
704, Sept. 1949. 6 figs., 15 refs. 


2646. Experience with Second Laparotomies for 
Gynaecological Conditions. (Erfahrungen aus gynik- 
ologischen Relaparotomien.) 

By E. Kueunt. Geburtsh. u. Frauenheilk., 9, 
666-679, Sept. 1949. 1 fig., 9 refs. 


2647. My Fourth Construction of an Artificial 
Vagina. (Il mio quarto intervento per vagina arti- 
ficiale.) 

By G. ALBano. Monit. ostet.-ginec., 20, 222- 
238, May-June 1949. 2 figs., 16 refs. 


2648. Vesicovaginal Fistula and its Management, 
with a Description of an Intravesical Operation for 
Certain Difficult Cases. 

By L. E. PuHaneur and R. C. Graves. Surg. 
Gynec. Obstet., 88, 155-169, Feb. 1949. 10 figs., 
9 refs. 

The authors point out that whereas previously 
urinary fistulae were due in the main to obstetric 
causes they are now more often due to direct 
operative injury. This is a result of improvement 
in obstetric technique and of the great increase 
in the number of gynaecological operations. Other 
causes include carcinoma, irradiation, syphilis, 
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tuberculosis, and the pressure of a foreign body. 
Methods of curing vesico-vaginal fistula are 
summarized as follows: 

(1) Vaginal procedures with variations in tech- 
nique such as (a) paring the edges and closing 
them in one layer with silver wire or alloy wire 
sutures; (b) circumcising the fistulous opening, 
turning a cuff into the bladder, closing the fistula 
by approximating the bladder musculature over 
the cuff without penetrating the bladder mucosa, 
and closing the vaginal wall separately; (c) 
mobilizing the bladder and closing the bladder and 
vagina in separate layers; (d) using the cervix and 
body of the uterus to close the opening; (e) sutur- 
ing pedicled flaps from the vagina and vulva to 
bridge over the defect; (f) using the gracilis muscle 
as a pedicle flap; (g) colpocleisis; (h) partial colpo- 
cleisis. (2) The intravesical procedure through a 
suprapubic incision described and illustrated in this 
article. (3) The suprapubic extraperitoneal pro- 
cedure through a Pfannenstiel incision. (4) the 
intraperitoneal procedure through an abdominal 
incision. (5) Implantation of ureters into the 
sigmoid. 

It is asserted that most vesico-vaginal fistulae 
can be closed by the vaginal route, but there are 
a few cases when exposure is impossible or the 
fistula cannot even be seen. For this latter group 
of cases the authors describe an intravesical type 
of closure. Great stress is laid on the pre-operative 
study and preparation of the patient and the 
procedure is regarded as a combined gynaecological 
and urological problem. Cystoscopy and the 
removal of stones and incrustations from ulcerated 
surfaces are important. Intravenous pyelography 
and/or ureteric catherization are also important. 
Urinary tract infection must be eliminated before 
operation. 

With the patient in the Trendelenburg position, 
a midline suprapubic incision is made, the rectus 
muscles being mobilized from their sheaths to 
permit of adequate retraction. The fat and fascia 
overlying the bladder are divided beneath the 
symphysis and the anterior peritoneal reflection 
is dissected upward. Free mobilization of the 
bladder down to the bladder neck is most import- 
ant. The bladder is opened in the midline and a 
self-retaining retractor inserted. A_ retractor 
against moist gauze draws up the dome of the 
bladder, raising the trigone and the fistula well 
into the field of operation. Ureteric catheters are 
passed. The internal meatus of the urethra must 
be protected against injury. At four corners black 
silk traction sutures are placed around the fistula 
about 0.5 cm. from its edge. The margin of the 
fistula is incised around its circumference and the 
whole thickness of the bladder wall carefully dis- 
sected from the vagina. Only after bladder and 
vagina have been freely mobilized is the vaginal 
opening closed with interrupted sutures of No. o 
or oo chromic catgut a second layer of sutures is 
placed in the vaginal wall if this can be accom- 
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plished without tension. The defect in the bladder 
is closed by uniting the muscle layer with inter- 
rupted sutures of oo chromic catgut, A second 
layer may be inserted when the bladder muscle 
wall is thick. Finally, closure is completed by a 
continuous suture of ooo chromic catgut. The 
ureteric catheters are now removed and the 
bladder is closed anteriorly with continuous fine 
plain catgut in two layers. A 26 F. mushroom 
catheter is brought out through the upper pole 
of the bladder incision for constant suprapubic 
drainage of urine. A small rubber drain is placed 
in the pre-vesical space. Penicillin and sulpha- 
diazine are given to combat infection. High fluid 
intake is the best insurance against obstruction. 
The pre-vesical drain is removed in 4 to 5 days 
and the catheter in 3 to 4 weeks. The patient is 
kept in bed during that time. It would appear 
that the authors prefer suprapubic drainage to 
urethral drainage. 

The authors have closed successfully 33 fistulae 
out of 34, and it is believed that the other one 
will eventually close. In addition 6 cases of 
uretero-intestinal anastomosis are described, and 
5 particularly interesting cases abstracted. 

[This is an excellent review and assessment of 
the various methods used in the closure of urinary 
vaginal fistula. The article is extremely well 
illustrated and the technique of the intravesical 
operation can be readily learned from the illustra- 
tions. ] G. Gordon Lennon 


2649. The Transvesical Approach for Repair of 
Vesico-vaginal Fistula. (La via transvesical en la cura 
de Jas fistulas vesico-vaginales. ) 

By T. Ronguttto. Rev. méd. peruana, 21, 261- 
267, May 19409. 


2650. Colposcopy and Carcinoma of the Female 
Genitalia. (Kolposkopie und weibliches Genital- 
karzinom.) 

By G. MEstwerpt. Z. drztl. Fortbild., 43, 
394-399, Aug. 15, 1949. 9 figs. 


2651. Round Ligament Colpopexy. (Die Ligamen- 
tum-rotundum-Kolpopexie. ) 

By W. Hinz. Geburtsh. u. Frauenheilk., 9, 
527-534, July 1949. 4 figs., 6 refs. 


2652. Hysterectomy. Present-day Indications. 
By R. W. TeLinve. J. Michigan med. Soc., 
48, 829-831, and 842, July 1949. 


2653. Complications of the Wertheim Abdominal 
Operation for Cancer of the Cervix. (W sprawie 
powiklan po rozszerzonym zabiegu  brzusznym 
Wertheima w raku szyjki macicznej.) 

By B. Stepowski. Przeg. Lek., §, 58-61, Jan. 
15, 1949. 


2654. Vaginal Hysterectomy. 
By E. A. Epwarps and R. A. BEgEBE. Surg. 
Gynec. Obstet., 89, 191-199, Aug. 1949. 10 refs. 
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2656. Vaginal Hysterectomy. 
By A. S. CAMPBELL. Edinb. med. ]., 56, 43- 
54, June 1949. 


2656. Vaginal Removal of the Uterus by Morcel- 
lation. 

By E. ALLEN. Amer. J. 
692-700, Apr. 1949. Ito refs. 

The author discusses the advantages of vaginal 
hysterectomy over abdominal hysterectomy. A 
series of 640 patients was studied in order to 
determine the value of certain operative pro- 
cedures such as morcellation of the uterus, re- 
moval of the adnexa, and vaginal repair when 
carried out in association with vaginal hysterec- 
tomy. Morcellation of the uterus was necessary 
in 219 patients and vaginal repair was performed 
in 327 cases. 

There were few complications during operation 
in the whole series. Shock developed in one case 
during vaginal repair after hysterectomy; in 
another case the bladder was injured during 
morcellation of the uterus. Routine dilatation of 
the cervix and curettage are advised before vaginal 
hysterectomy, for carcinoma of the body of 
uterus was encountered five times during opera- 
tion. Postoperatively, cystitis, delayed haemor- 
rhage, and pelvic abscess were the most frequent 
complications. Cystitis was twice as common after 
morcellation of the uterus as after simple vaginal 
hysterectomy. This was possibly due to manipula- 
tions in the limited space in the vagina. Pelvic 
abscess was four times, and delayed haemorrhage 
twice, as frequent where the vagina was repaired 
after hysterectomy. From these findings it is 
suggested that delayed haemorrhage is probably 
the result of infection. Treatment of haemorrhage 
was by immediate re-suture and blood trans- 
fusion, if necessary. In one case a recto-vaginal 
fistula was produced during re-suture. Pre- 
operative treatment of anaemia and removal of 
infective foci were considered important in pre- 
venting postoperative embolism. A total of 150 
blood transfusions was given, 94 being pre- 
operative. 

The morbidity rate for the series was 26.4 per 
cent and the average duration of stay in hospital 
was 12.9 days. Morbidity was greatest after 
vaginal repair. Morcellation of the uterus also 
caused an increase in morbidity rate. The 
mortality rate of 0.16 per cent was due to 1 
death resulting from small bowel obstruction after 
vaginal hysterectomy and repair in a patient with 
rheumatic heart disease. Margaret C. S. Binnie 


Obstet Gynec., 57, 


2657. Mucocele of the Cervical Stump, together with 
a Discussion of the Merits of Total v. Supravaginal 
Hysterectomy. 

By R. T. Frank. Amer. J. Obstet. Gynec., 57, 
341-344, Feb. 1949. 1 fig., 8 refs. 

A case of mucocele of the cervical stump is 
presented in this paper. A 41-year-old nullipara 
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who had undergone a supravaginal hysterectomy 
II years earlier was seen in March, 1946, com- 
plaining of slight post-coital bleeding. Examina- 
tion showed a long, freely mobile cervical stump, 
but no abnormality was found. She was told to 
return if the bleeding recurred. Sixteen months 
later, when she was seen again, she gave a history 
of a sudden loss of two or three glassfuls of 
clear mucus from the vagina. During examination 
the loss continued; the cervical stump seemed 
short, and there was a fluctuant resistance in the 
pouch of Douglas. Thick mucus extruded from 
the external os on pressure per rectum, and a 
uterine sound revealed a cavity the size of an 
orange. At operation one month later a mucocele 
of the cervical stump containing some 6 oz, (170 
ml.) of mucus was discovered. Pathological 
examination showed the sac to be lined with a 
single layer of typical cervical epithelium. The 
reason for this sudden increase in secretion is 
unknown. 

The author concludes with a discussion on the 
merits of total versus supravaginal hysterectomy. 
He believes that the dangers of stump carcinoma 
have been greatly exaggerated, although careful 
examination of the cervix must be made at the 
time of operation. The upper part of the stump 
should be coned out so that the sutures closing 
it pass through tissue devoid of mucosa. Pro- 
lapse following supravaginal hysterectomy is ade- 
quately dealt with by the Manchester operation. 
but is often difficult to cure following the total 
operation. He also finds an increased incidence of 
dyspareunia, dysuria, and dryness of the genitals, 
associated with a short, scarred, dry vagina, after 
the total operation. Supravaginal hysterectomy is 
advocated for benign lesions, and the total opera- 
tion employed only when the cervix cannot be 
restored to normal. For carcinoma of the cervix 
radiotherapy alone is preferred. 

[In the presence of corpus carcinoma or sar- 
coma, the radical Wertheim technique is advo- 
cated in this paper. In view of the pathology of 
spread of these tumours the use of the radical 
operation would seem to be not altogether logical. ] 

C. Christopher Bowley 

2058. Complete Versus 
tomy. 

By H. S. Irons. N.Y. St. J. Med., 49, 1951- 
1955, Aug. 15, 1949. 8 refs. 


Supravaginal Hysterec- 


2659. Inversion of the Vagina Following Hysterec- 
tomy. 

By C. J. ANDREws. Amer. J. Obstet. Gynec., 
57, 448-454, Mar. 1949. 13 figs., 3 refs. 

A modified method for the radical cure of in- 
version of the vagina following hysterectomy is 
described. The pubocervical fascia [vaginal 
muscle] is plicated from the urethra to the top 
of the vagina. The enterocele is dissected, tied 
and excised, the levator ani muscles are brought 
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together, and the Berkeley-Bonney modification of 
the Le Fort operation is employed in sewing up the 
vaginal flaps. The ‘‘ crown stitch of Emmet”’ is 
used in the repair of the perineum. D. M. Stern 


2660. Prolapsed Fallopian Tube as a Complication of 
Vaginal Hysterectomy: Report of 2 Cases. 

By T. W. McE tin, and D. O. Ferris. Proc. 
Mayo Clin., 24, 447-452, Aug. 17, 1949. 2 figs., 
7 refs. 


2661. New Method of Dovetail Approximation of 
the Ligaments in Vaginal Hysterectomy for Proci- 
dentia. A Preliminary Report. 

By H. Stucketr and J. R. Herron. Amer. J. 
Obstet. Gynec., 58, 392-396, Aug. 1949. 6 figs., 
14 refs. 


2662. Total Intra-isthmic Hysterectomy. (Ister- 
ectomia totale intrafstmica. ) 

By C. Decto. Obstet. Ginec. lat.-amer., 7, 152- 
155, May 1949. 


2663. Cervical Dilatation and the Isthmus-Cervix 
Ligaments. (Muttermundseroffnung und Isthmus- 
Zervixbandapparat. ) 

By H. W. Kayser. Zbl. Gynik., 71, 168-172, 
1949. I fig., 3 refs. 


2064. Conservation and Recovery of Tubal Patency. 
(Sulla conservazione e ripistino della pervieta’ tuba- 
rica.) 

By I. and B. Satvapori. Riv, ital. 
Ginec., 32, 127-136, Mar.-Apr. 1949. 2 figs., 
13 refs. 

Eight mature bitches were subjected to laparo- 
tomy: a 6 to 8 mm. length of one uterine cornu 
was excised and the cut ends were united end-to- 
end by interrupted silk sutures, after introduction 
of a paraffin cylinder about 4 cm. long into the 
lumen of the organ. After 15 to 20 days hyster- 
ectomy was performed, the patency of the uterus 
was tested by hysterography, and the area of 
anastomosis was examined histologically. In all 
the cases the uterine cornu proved patent. No 
gross changes were observed. Histological exam- 
ination revealed either replacement of the muscular 
tissue by fibro-cellular connective tissue over a 
narrow area or “‘ intimate adhesions of the muscle 
fibres’? at the site of the anastomosis. The 
mucous membrane appeared normal and com- 
pletely lined the area. 

These experiments were carried out at the 
Gynaecological and Obstetric Clinic of Padua 
University. The authors conclude that, in the 
human subject, partial salpingectomy with end- 
to-end anastomosis after insertion of a cylindrical 
paraffin cast into the tubal lumen is the most 
rational and physiological method of restoring 
tubal patency in cases of occlusion of the central 
portion of the Fallopian tube. N. Alders 


2665. Complications of Salpingography and Tubal 
Insufflation. (Verwikkelingen na salpingographie en 
pertubatie. ) 

By T. J. Van Sante. Ned. Tijdschr. Geneesk., 
93, 2783-2791, Aug. 13, 1949. 


2666. Operations for Prolapse. (Zur Frage der Pro- 
lapsoperationen. ) 

By K. Burcer. Geburtsh. Frauenheilk., 9, 
549-554, Aug. 1949. 4 figs. | 


2667. Interfascial Shortening of Ligaments in 
Operative Treatment of Fixed Retroflexion and Retro- 
version of the Uterus. (Die interfasziale Bandver- 
kiirzung zur operativen Behandlung der fixierten 
Retroversioflexio uteri.) 

By K. PopiescuKa. Geburtsh. Frauenheilk.. 
9, 683-691, Sept. 1949. 3 figs., 31 refs. 


2668. Vault-suspension. 
By H. G. E. Artuure. Proc. R. Soc. Med., 
42, 388-390, June 1949. 8 refs. 


2669. Operative Treatment of Rectal Prolapse in 
Women. (Die operative Behandlung des Mastdarm- 
vorfalles bei der Frau.) 

By E. Martin. Geburtsh. u. Frauenheillk., 9, 
602-604, Aug. 1949. 3 figs. 


2670. Abdominal Cystoceleoplasty. 

By C. B. MareK. Amer. J. Obstet. Gynec., 
57, 345-350, Feb. 1949. 4 figs. 

The author regards cystocele as a herniation of 
the bladder through disrupted pubo-cervical fascia. 
He states that herniation usually begins near the 
cervix as a result of tearing of the fascia from its 
cervical attachment. In the repair of a large 
cystocele the Manchester operation is considered 
to be the method of choice for restoring the struc- 
tures to their normal anatomical position, but the 
author then describes his technique for repairing 
the pubo-cervical fascia from above during the 
operation of abdominal hysterectomy. The 
bladder is mobilized from the uterus, cervix, and 
vagina until the bladder neck is exposed and the 
pubo-cervical fascia and lateral ligaments of the 
uterus are displayed. The thickened lateral por- 
tions of the fascia are then sutured in the midline 
from below upwards with interrupted catgut 
sutures. The cardinal ligaments may be similarly 
sutured in front of the cervix, and if further 
support is required the utero-sacral ligaments are 
plicated. Details are given of 3 cases treated 
successfully in this way. J. Stallworthy 


Urology. 

2671. The Ectopic Kidney: A Gynecologic Diag- 
nostic Problem. 

By J. R. Wotrrand F. M. Maver. Urol, cutan. 
Rev., 53, 389-392, July 1949. 3 figs., 11 refs. 
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2672. Urethral Caruncle. 

By J. K. Parmer, J. L. Emmett, and J. R. 
McDonaLp. Surg, Gynec. Obstet., 87, 611-620, 
Nov. 1948. 4 figs., 40 refs. 

A comprehensive review of the literature relating 
to urethral caruncle in all its aspects is provided 
as a background to an analysis of 120 cases care- 
fully fol'owed up. Microscopical study of multiple 
sections of the caruncle in each case revea'ed none 
of the ‘“‘ roots’’ or ‘‘ ramifications’’ often des- 
cribed and in all cases the initial change appeared 
to be a prolapse, varying in degree, of the urethral 
mucosa, usually regional but sometimes circum- 
ferential. The authors conclude that anatomical 
structure predisposed to this prolapse, and that 
the combination of exposed site and histo!ogical 
structure led to the formation of the fully estab- 
lished caruncle. They believe that the many and 
varied classifications merely lead to confus‘on, and 
that caruncle and prolapse should be included under 
the same heading, the term caruncle being more 
properly restricted to a prolapse which is localized 
rather than circumferential. No new form of 
treatment is advocated, and as nearly a third of 
all their cases proved to be recurrent the authors 
regard the main object of treatment as relief of 
symptoms. They emphasize that in spite of its 
established benignancy every specimen of caruncle 
‘should be examined microscopically, as malignant 
lesions can occur side by side with the benign. 

A. F, Anderson 


2673. Prolapse of the Urethra in Women. (Urethra- 
prolaps hos kvinnor.) 

By E. Witentus. Nord. Med., 42, 1170-1171, 
July 8, 1949. 14 refs. 

2674. Urethral Diverticulum in the Female: A 
Clinical Study. 

By V. S. CounsELteR. Amer. J. Obstet. 
Gynec., 57, 231-236, Feb. 1949. 8 refs. 

Reviewing 71 cases of urethral diverticulum in 
the female, the author states that the condition is 
less common than has been thought. The divert- 
icula are of congenital origin and subsequent'y 
modified by trauma and infection. The sac is 
lined by urethral mucosa and opens into the 
urethra usually in the midline and at the level of 
the middle third of the vagina. The duration of 
the symptoms is variable, the usual ones being 
pain, frequency of micturition, leakage of urine 
after emptying the bladder, and dyspareunia. 
Later a vaginal mass develops. The condition 
may be mistaken for stress incontinence. The 
treatment is surgical and consists of local excision. 

Kenneth Bowes 


2675. Urethral Diverticulum in Women. (Urethra- 
divertiklar hos kvinnor.) 


By A. INGELMAN-SUNDBERG. Nord, Med., 42, 


1168-1170, July 8, 1949. 4 figs., 8 refs. 
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2676. The Etiology of Stress Incontinence. 


By S. R. MUELLNER. Surg. Gynec. Obstet., 88, 
237-242, Feb. 1949. 9 figs., 9 refs. 


The author in an attempt to gain information 
about the normal mechanism responsible for urin- 
ary control, and the cause of stress incontinence, 
made a total of 85 direct observations on normal 
and abnormal micturition under the fluoroscope, 
30 of which were on women with stress incontin- 
ence. The bladder was filled with 200 to 300 ml. 
of a contrast medium consisting of a 5 per cent 
solution of sodium iodide to which a 20 ml. 
ampoule of aqueous “‘ diodrast’’ (35 per cent by 
volume) had been added. Observations were made 
with the subject standing, supine, and turned to 
one side or the other. The effects of coughing and 
straining on the bladder and its supports, and the 
events at the beginning of micturition and when 
the urinary stream was inhibited, were noted. 

In the normal nullipara while lying down the 
base of the bladder lies just above the symphysis 
pubis, forming a horizontal line, and this position 
is maintained when she stands up. When she 
coughs the bladder base does not yield. When 
she is asked to pass urine the bladder base is seen 
to descend sharply so that the region of the 
sphincter becomes the most dependent part and 
assumes a pointed appearance. This opens the 
internal sphincter slightly and allows a_ small 
amount of urine to enter the proximal uretha. 
This is followed by contraction of the detrusor and 
uninterrupted micturition. If she is now asked 
to stop the flow she pulls the bladder base up 
quickly and to a level slightly higher than it occu- 
pied before micturition began. 

In the continent multipira the bladder base 
sinks to a considerably lower level in the standing 
than in the recumbent position, showing that the 
bladder supports are more yielding. | When she 
coughs the bladder base descends as a who'e, show- 
ing that mere isolation of the bladder supports does 
not impair urinary control. The base does not 
become pointed. 

These observations show that the blidder base, 
especially the internal sphincter, is in close relation 
to the muscles of the pelvic floor, that these 
muscles play a very active part in the initiation 
and inhibition of the urinary stream, and that 
when the continent woman stands up they form a 
firm support for the internal sphincter, taking up 
any sharp increases in intravaginal pressure result- 
ing from such strains as coughing. The pubo- 
coccygeus muscle and perhaps to a lesser extent 
the deep transverse perineal muscle play this 
important part. These muscles with a somatic 
nerve innervation are responsible for the descent 
of the internal sphincter at the start of micturition 
and they sharply lift the bladder base up to shut 
the stream off. It is the descent and the opening 
of the internal sphincter which initiate the reflexes 
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of micturition. The descent and “ pointing ’’ of 
the bladder at the start of micturition are due not 
to downward pull, for there are no muscles in the 
pelvic floor which could pull the bladder base 
down, but to a downward push from increased 
intra-abdominal pressure, gravity, and the relaxa- 
tion of the muscles of the pelvic floor. Erect man 
thus has a dual mechanism for urinary control. 
First there is the internal sphincter which in tonic 
contractions while the detrusor is relaxed effec- 
tively shuts the bladder off, and secondly there are 
the muscles of the pelvic floor. For urinary 
control in the female the distal two-thirds of the 
uretha are of no consequence, 

When the incontinent woman stands up, though 
the bladder base descends as a whole, it is the 
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region of the internal sphincter that descends most 
and becomes the most dependent part of the 
bladder, which thus assumes the ‘‘ pointed” 
appearance characteristic of the bladder poised for 
micturition. Only a little further descent is 
necessary to open the internal sphincter and allow 
a jet of urine to escape. In stress incontinence 
the region of the internal sphincter is not supported 
and this allows the sphincter to become dependent 
so as to give the bladder base its characteristic 
appearance when the patient stands up. It is for 
this reason that most women with: stress incontin- 
ence do not lose their urine when lying down, but 
lose it when they suddenly increase the intra- 
abdominal pressure on standing up. 
F. J. Browne 
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LONDON HOSPITAL 


CATGUT 


(Morteys 


AND 
TENSILE STRENGTH 


HE SELF-IMPOSED ARBITRARY STANDARD set for London 
Hospital Catgut at its inception is above that of the B.P. Codex and the 


U.S.A. Pharmacopoeia. 


THE LONDON HOSPITAL STANDARD HAS 


NEVER BEEN DEPARTED FROM AND IS STILL MAINTAINED. 


This outstanding feature, together 
with an_ elasticity (elongation) 
approximating 40 per cent, affords 
the Surgeon perfect safety in using 
Fine Sizes compatible with modern 
technique. 


When using London Hospital Cat- 
gut, we strongly recommend sur- 
geons to use B.P.C. sizes 2/0, 0 and 
1 for general surgery and B.P.C. 
sizes 3/0 and 4/0 for very fine work. 
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